ary, 1910, 


i, 


Sause of 
ig preg: 
oft re- 
without 
Tus and 
present 
rus may 
made to 
auma to 


its soth 
Surgery 
ntaining 
e ~Mac- 
Harvey 
lhagen), 
Rome), 
oynihan 
. Lewis 
long ca- 
ial pub- 


Blood. 
> tiber 
it); 78 


Lirurgie, 


animals 
project, 
- ceased 
nercury. 
1. This 


of the 
ny and 
l. Brit- 


med by 
ncludes 
has @ 
on the 

In its 
| of in- 
t has a 
he pro- 
uscle is 
Oo cases 
‘rhages. 
muscle 
testinal 
author 
which 
c effect, 
ne drug 
olution, 


on and 
‘ia_bra- 
rterie). 

W och- 


Is have 
<< 
| pistol. 
oe 
1d mid- 


> than 


AMERICAN 


JOURNAL OF SURGERY 








Vor. XXIV. 


MARCH, 1gto. 


No. 3. 








A FEW OBSERVATIONS ON THE HEMO- 
LYTIC ACTION OF THE SERUM IN 
RENAL DISEASE. IS THE HEMO- 
LYSIS OF PROGNOSTIC IMPOR- 
TANCE? A PRELIMINARY 
REPORT. 


V. Pretu, M.D. anv V. W. PietH, M.D., 
SEGUIN, TEXAS. 


The report here presented is but a preliminary 
one; the cases observed are but a few, but the 
observations seem to be of a sufficient importance 
to warrant their publication. 

About two years ago a patient was brought to 
our hospital (at that time we were living in Mex- 


ico) suffering from a rapidly growing tumor over - 


the left renal region; patient was a Mexican man, 
some 50 years old, anemic and complained of fail- 
ing vision. 

Examination yielded: 

Accentuated second aortic sound. 

Systolic pressure 160 m.m., Hy. (Riva-Rocci). 

Hemoglobin, 60 per cent.; color index, 71. 

Red blood, 2,800,000. 

Coagulation, time 6 minutes. 

Urine, Ca., 800 c.c. pro die. 

Albumen -++ (heavy). 

Urea, 0.5. 

Creatinine: almost absent. 

Indican ++ (bluish black). 

Acetone: traces. 

Casts +. 

No blood in urine or stools (benzidine test). 

Stomach : anacidity. 

The biologic test as proposed by Kelling for 
diagnosis of cancer was resorted to, i. e., the pre- 
cipitin test, with chicken serum and with “clear” 
extracts of liver of grown chicken and the hemoly- 
tic test with patient’s serum on the washed red 
blood corpuscle of (grown) chickens. The precipi- 
tin reaction was positive with chicken serum and 
liver extract. A curious phenomenon was ob- 
served, when the hemolytic test was carried on. 
Hemolysis appeared in about 25 minutes and the 
test being repeated another day, the same short 
timed hemolysis was observed. 


Edema of limbs and penis set in rapidly and the 
man died within three weeks, no attempt being 
made to operate. A superficial autopsy was with 
difficulty obtained from the ignorant relatives 
(Indians). A tumor occupied the entire kidney 
and numerous nodules studded the omentum majus 
and mesenterium. During last three weeks of life 
a hypodermic injection of phloridzin (0.05) was 
administered twice, but no glycosuria observed. 
Eleven hours after the second injection the urine 
reduced Fehling’s solution with a greenish fluor- 
escence and the urine gave a suspicious reaction for 
pentose with Bial’s and Newmann’s orcin-solutions. 

We made the diagnosis in this case of sarcoma 
renis and nephritis. 

During this time we were carrying on some in- 
vestigations on hemolytic phenomena and we se- 
cured serum from several nephritics and calculus 
(renal) patients, with which to pursue our work. 

One case is rather interesting, as it was followed 
up for some six months. Mexican woman, about 
60 years old, had chronic headaches, drowsiness, 
loss of appetite, persistent diarrhea, failing vision, 
insomnia and edema of feet and lower limbs. Body 
weight, 60 kilos, hemoglobin between 50 and 60 
( Tallquist red) ; blood, 3,000,000 ; systolic pressure, 
180 m.m. Hg (Riva-Rocci) ; urine, from 800-1,000 
c.c. pro die. 


Albumin +. 

Indican ++. 

Creatinine, faint reaction. 
Urea, 0.7. 

Casts +. 


Stomach, anacidity. 


The hemolytic test with washed red blood cor- 
puscles of (grown) chicken was distinct and posi- 
tive in half an hour. The patient was put on a diet 
corresponding to 60 X 35 = 2,100 calories, allow- 
ing but 800 c.c. milk and 200 c.c. cream (= 560 + 
400 = 960 calories) pro die as liquid part of the 


food and no water. The milk was mixed with lime 
water to remove the phosphates [in the form of 
Ca, (PO,).,] and thus save the kidneys that extra 
work. 

Salt was reduced to a minimum. 
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In about a month the urine was examined and 
gave the following result: 

Albumin: a trace. 

Creatinine: good reaction. 

Indican: a little, light blue. 

Urea: 1.2. 

Casts +. 

Hemolytic test was made and partial hemolysis 
Observed in two hours, six tubes being used in the 
test. 

During the next five months several hemolytic 
tests were made, but no positive hemolysis was 
observed. 

Another case must be mentioned here of a man, 
Mexican, some 50 years old, drunkard. He en- 
tered the hospital with great edema of scrotum 
and legs. Apex beat visible from distance and 
displaced to left of nipple line. 

Second aortic sound accentuated. 

Systolic pressure: 190 mm. Hg. 

Hemoglobin: 60 per cent. 

Weight : 80 kilos. 

Red blood: 3,000,000. 

The temporal and radial arteries can not be felt 

Stomach lavage showed anacidity. 

Urine: between 700-900 c.c. pro die. 

Albumin + (heavy). 

Urea: 0.6. 

Creatinine: greatly diminished. 

Acetone ~. 

Indican + (heavy dark blue). 

Casts (many). 

Hemolytic test was positive in all six tubes in 
half an hour. 

Treatment directed to the diet = 80 X 35 = 
2,800 calories with 1 liter milk pro die with lime 
water to remove phosphates. 

Cathartics, 

In another week the hemolytic test was repeated 
and appeared in 25 minutes. One week later 
hemolysis appeared in 20 minutes. Urine at this 
time was heavy with albumin and indican. 

Urea: 0.5. 

At the end of fourth week patient died, suffering 
to the last with violent headaches. 

A series of patients with nephritis and different 
renal lesions were tested as to the hemolytic action 
of their serum. One of these series is here ap- 
pended : ; 


Diagnosis. Hemolysis. 


Absent. 
Absent. 
Absent. 


Phloridzin 
Glycosuria. 
In half hour. 
In half hour. 
In half hour. 


1. Calctilus renis ... 
2. Pyonephrosis .... 
3. Calculus and pyo- 

nephrosis ..... 


Absent. 
Died shortly 
after. Pr. 


Died. Pr. 


Died. Pr. 
Died. Pr. 
Absent. 


11. Chronic nephritis. Died. Pr. 
and Hemolysis in 25 

12. Eclampsia minutes. Pr, 

13. Uremia Both died. Pr, 


4. Tuberculosis renis One hour. 


. Chronic nephritis. 


Faint reaction 
in six hours. 
Faint reaction 
in two hours. 


. Chronic nephritis. 


. Acute nephritis... 
. Chronic nephritis. 
. Chronic nephritis. 


. Pyonephrosis . Faint in one 


The report here presented is only a preliminary 
one, hence a longer discussion will be omitted. The 
question we would raise here is whether there ex- 
ists a specific hemolysis in the blood of nephritics 
or is it possible that the accumulating ammonia- 
compound represent this specific hemolysin; we 
know that if urea is diminished, the ammonia is in- 
creased. We also know that with diminished oxida- 
tion various poisonous products are formed and ac- 
cumulated in the blood, as the members of the 
purin group and of the creatinine group, espe- 
cially the guanidine and the very poisonous methly- 


guanidine: C(NH). NH,. NH. (CH,). 


Urea having the formula: C(O) NH,. NH. (H). 

It is probably the methyl-guanidine, which pro- 
duces the hemolysis. Ditman and Welker, of New 
York (N. Y. Medical Journal, May 15, 22, 29 and 
June 5, 1909), in their studies of the hemolytic 
action of urea, creatine, creatinine and guanidine 
found, that only guanidine, and that in the form 
of guanidine carbonate (Kahlbaum), produced 
hemolysis in 20 minutes with a titre of 0.015. 

It seems so far that the farther the disease has 
advanced, the more perfect was the hemolysis ob- 
served; a hemolysis of 20-30 minutes gave a very 
bad prognosis in the cases so far observed. Reverse 
hemolysis, as observed by Crile in some cases of 
cancer and tuberculosis, was not observed in any 
case so far studied. 

The red blood was used in a 5 per cent. suspen- 
sion in 0.85 per cent. sol. Na Cl. When obtairing 
the blood from man, we have used the Luers 2 c.c. 
all glass syringe filling it with 1 c.c. of a 1 per cent. 
sol. sod. citrate; the needle being plunged into the 
lumen of a vein and the barrel held vertically, the 
blood enters the syringe until the 2 c.c. mark is 
reached. The mixed blood and sod. citrate solution 
is now squirted into the tubes of the centrifugal 
machine and washed at least three times -(under 
high speed) with 0.85 per cent. solution of Na Cl. 
When finally washed, the supernatant clear liquid 
is removed and ten (10) cc. of salt solution 
(0.85% Na Cl) added; this makes a 5 per cent. 
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suspension ; a series of narrow tubes are filled, each 
with I c.c. suspension fluid and the serum is added 
in varying amount, e. g., 0.03 = gtt. i (1), 0.06 = 
gtt. ii (2), 009 = gtt. ili (3), and the tubes 
marked; at last 0.85 per cent. Na Cl is added to 
form constant volume 2 c.c. or 3 c.c. and the tubes 
placed in the incubator at 37° C. 

Every ten minutes the tubes are examined and 
every half hour they are shaken. At the end of 
four hours, the tubes are removed from the incu- 
bator and placed in the ice-box several hours. 

It seems that the fainter the creatinine reaction 
the more pronounced was the hemolysis observed 
and we have been working on the question of the 
relationship between the creatinin and urea ex- 
cretion and degree of hemolysis as observed in the 
nephritics. These observations will be published 
in a subsequent issue of this journal. 





PATHOLOGIC VARIATIONS AND COMPLI- 
CATIONS OF APPENDICITIS.* 
CHARLES H. Goopricy, M.D., 


Attending Surgeon to Methodist Episcopal Hospital; 
Physician and Surgeon to Brooklyn Orphan 
Asylum, etc., 


BROOKLYN, NEW YORK. 


As cases of appendicitis accumulate in the record 
file of the surgeon there comes a growing realiza- 
tion of its pathologic complexity. The idea that 
some laymen possess, that appendicitis is a “per- 
fectly simple trouble,” bodes ill for the surgeons of 
the coming half century, increasing the difficulty 
of their position in the community and unreason- 
ably prejudicing their reputation as individuals and 
as a class. A layman recently told the writer that 
his doctor considered an operation for appendicitis 
“as easy as opening a felon.” A lady once thus 
quoted her physician to me: “Dr. X. says there’s no 
more danger in operations for appendicitis than in 
the extraction of teeth.” Such remarks have been 
overheard or patiently endured by many of us. 
That some physicians have been misquoted and 
their encouraging optimistic generalities in the hour 
of distress moulded into definite fallacies by their 
hearers is probable. Yet the writer has gained a 
very definite impression that a certain percentage 
of our brethren are ill-acquainted with the appendix 
and its heterogeneous pathology. Thus he has been 
led to collect his records and those of others which 
demonstrate these vagaries and to include them in 
a general essay. 


_—. 


“Read before the Hospital Graduates’ Club, Brooklyn, February 
] ee Kead before the Brooklyn Pathological Society, October 
’ 09. 


In order to make the work as complete as pos- 
sible and to afford the broadest field for discussion, 
all factors having a part in the pathology ef ap- 
pendicitis save the changes due to a straightforward 
infection and inflammation will be considered as 
complications. Thus we shall not consider ordi- 
nary cases, as follows: 

1. Acute catarrhal appendicitis. 

2. “ interstitial e 

3.  “ suppurative 

4. “ gangrenous “ 

5. Chronic catarrhal 

6. “ interstitial 

Upon careful study of our records and those of 
others we shall find many interesting and import- 
ant complications hidden behind the ordinary diag- 
nosis. 

Having outlined the ordinary or “standard” types 
of appendicitis, we begin the consideration of the 
extraordinary types with the most frequent vari- 
ation from the standard, peritonitis. 


“cc 


“ce 


“ 


PERITONITIS. 


In addressing able practitioners it is unnecessary 
to more than outline the varieties of peritoneal in- 
fection which are observed with appendicitis ; more- 
over, an adequate treatment of the subject would 
require a separate extensive paper. Familiar as 
these forms are, I venture to classify them as seems 
most practical from my observations. Perhaps no 
other forms of appendicitis are so common in the 
experience of the general surgeon associated with 
hospital work. 

1 Serous Peritonitis is present in many ordinary 
cases of appendicitis with or without necrosis in 
the wall of the vermiform, or with the interstitial 
type where there is a tendency to rupture. It is 
characterized by the congestion of peritoneal ves- 
sels and the outpouring of serum into the general 
cavity of the peritoneum from the irritation of 
toxins or the extension of an attenuated degree of 
infection to the immediate neighborhood of the in- 
flamed viscus, 

2. Fibrino-Plastic Peritonitis represents the effort 
of the natural forces to protect the general peri- 
toneum from any inconsiderate outbreak on the 
part of the erring appendix. It is characterized by 
the exudation of fibrin in which are deposited em- 
bryonic fibrous tissue cells which help to form new 
soft adhesions. Frequently we observe the associ- 
ation of serous and fibrino-plastic peritonitis. 

3. In some cases the serous peritonitis becomes 
more virulent than as described above, the peri- 
toneum becoming so irritated by toxins or bacteria 
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that an extensive immigration of leucocytes occurs 
and there is formed a sero-purulent exudate. Thus 
we may find cloudy serum and flakes of fibrinous 
exudate even when there is no perforation of the 
appendix, but in many instances of this type gan- 
grene of the middle or outer coats of the vermi- 
form has begun. 

4. Localized Suppurative Peritonitis we consider 
to be the suppurative process included by adhesions 
about the normal site of the appendix—the ordi- 
nary appendicular abscess. 

5. Pelvic (Suppurative) Peritonitis, The puru- 
lent exudate is confined in the pelvis, sometimes by 
adequate adhesions forming a true pelvic abscess, 
or only partially included by adhesions, in which 
case there is a constant tendency toward a diffusion 
of the process over the entire surface of peri- 
toneum. 

6. Diffuse Suppurative Peritonitis is the fre- 
quent outcome of delayed interference and long 
continued medicinal treatment, the usual result 
when the appendix perforates and there exists no 
wall of protective adhesions; the invariable result 
when gangrenous or “fulminating” cases are not 
speedily subjected to celiotomy. 

7. Suppurative Plastic Peritonitis is the form in 
which ineffectual efforts have been made by the 
natural forces to wall off the effusive region again 
and again, but failure each time has resulted in the 
formation of numerous suppurative foci in various 
parts of the abdominal cavity. These are decep- 
tive and trying cases. Most of them die. But few 
have come to the writer’s notice and he can record 
one recovery, a case in which multiple incisions and 
drainage through all pockets were employed. 

8. Diffuse Infective Non-Suppurative Periton- 
itis—an acute peritoneal sepsis, usually a strepto- 
coccus involvement—occurs most commonly post- 
operatively, but is rarely seen now. The clinical 
picture is that of shock. The involved peritoneum 
is red—later gangrenous. No pus is found—but 
a little dirty reddish or brown fluid. Death usu- 
ally occurs within thirty-six hours after onset. 


In considering peritonitis it is well for us to re- . 


call that about 85% of all cases of diffuse suppur- 
ative peritonitis are caused by appendicitis. 


INTESTINAL OBSTRUCTION. 


Akin to diffuse peritonitis in symptoms are many 
cases of acute appendicitis with intestinal obstruc- 
tion. In fact, the differentiation is not invariably 
easy until the peritoneal cavity is opened. 

Appendicitis may cause intestinal obstruction 
through the medium of adhesions grown old and 


tough in the service of protection. Adhesions thus 
may form bands about which loops of small intes- 
tine may become strangulated, or beneath which 
knuckles of gut may dive and become caught as 
in a hernia. Again, an adhesive band stretching to 
intestine may be loose and accommodative until the 
appendix at its other end becomes swollen and im- 
movable, when the gut becomes obstructed. Ab- 
scess formation about the appendix may determine 
the presence of enough pus to cause obstruction of 
the intestine. I recall an instance of this in a man 
of 35, who was referred to me by Dr. George Clark, 
in 1903. This patient had suffered repeated at- 
tacks of appendicitis unrecognized by his former 
physician, who had also treated him in his present 
attack for three weeks without making a diagnosis. 
Dr, Clark found him with all the signs of obstruc- 
tion of the acute variety and we operated promptly, 
evacuating an abscess situated between ileum and 
cecum, and removing a partially adherent appendix 
from the cavity. All obstructive symptoms sub- 
sided immediately. 

Weir (Medical Record, May 23, 1903,) reports 
an instance of another form of obstruction, due to 
adhesion of the tip of the appendix to the left side 
of the lumbar vertebrae. Through the slit thus 
formed a loop of small intestine was strangulated. 
Bennett (Lancet, 1906, II, 1070) records a case of 
acute obstruction in which the appendix was 
wrapped around small intestine and adherent over 
the entire circumference, but the tip was not bound 
to any other structure. In order to avoid injuring 
the intestine he divided the appendix in its middle 
and cauterized its cut ends. This relieved the con- 
striction and the removal of the portions of the ap- 
pendix was then proceeded with. 

We must remember that symptoms of obstruction 
in appendicitis may not mean mechanical obstruc- 
tion, but may signify the paresis of the muscularis 
by toxins from a localized or general peritonitis. 


UNuSUAL CHANGES IN THE APPENDIX PER SE. 


A recapitulation of the varieties of appendicitis 
would hardly be complete without mentioning odd 
changes in the appendix itself. 

1. Torsion of the appendix, or volvulus appen- 
dicz, sometimes occurs, with dilatation of the distal 
end so as to include and confine normal secretions, 


fecal concretions or fluid feces. This condition has 
been found without apparent bacterial invasion. 
If the latter supervenes suppuration or gangrene 
of the distal extremity finds easy sway. 

2. Strangulation of the appendix by old adhe- 
sions due to prévious peri-appendicitis or peri- 
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typhlitis is not uncommon. The end-results are as 
in torsion of the organ. . 

3. Obliterative appendicitis is quite unusual and 
may justly be here mentioned. As a result of re- 
peated inflammation fibrous tissue becomes depos- 
ited in the muscularis and usually to such an extent 
that the glandular elements are crowded out of ex- 
istence and even the lumen may disappear in a part 
or all of the organ. On December 8, 1908, I re- 
moved such an appendix from Mr. G. J. R., aged 
34, a patient of Dr. C. W. Berry. He had suffered 
many and frequent attacks of pain in the right iliac 
region for the preceding three years, but none se- 
vere enough to prostrate him. Thinking it “indi- 
gestion,” he was never seen in an attack until this 
date. This onset was accompanied by a chill and 
vomiting and the pain was unusually severe. I saw 
him nine hours later and advised immediate re- 
moval to the hospital. At midnight I removed a 
three inch appendix as large and as hard as the 
index finger. I feared that there might be present 
a primary carcinoma or sarcoma, but found no 
glandular involvement. Dr. Dexter reported that the 
distal two-thirds of the appendix had no lumen, 
the obliterative process here being complete. The 
proximal third showed a contracted lumen with 
round cell infiltration and beginning ulceration. 
Recovery was uneventful. 

Variations in the meso-appendix are almost in- 
numerable and often play an important part in the 
right iliac melodramas. 

SPONTANEOUS CURES. 

In considering the variations of appendiceal 
lesions we must not forget the cases which termi- 
nate favorably without surgical intervention, when 
all of the evidences of a serious degree of inflam- 
mation have been recognized. Spontaneous relief 
of an attack occasionally occurs by the re-opening 
of the lumen of appendix into the cecum, drainage 
effecting the abatement of symptoms. This prob- 
ably occurs many more times than we think. Also 
relief of an attack may supervene if a peri-appen- 
diceal abscess ruptures into the intestine, through 
the abdominal wall in the right iliac region, or at 
the umbilicus, or into the vagina. 

Several real cures have been reported, the ap- 
pendix being discharged per rectum with or without 
blood or pus. Worcester (Boston Med. and Surg. 
Jour., 1892); Delorme (Bull. et Mem. de la Soc. 
de Clin., 1894, p. 801); Wallace (American Medi- 
cine, Nov. 9, 1901, p. 745). Kelly (The Vermi- 
form Appendix and Its Diseases) and L. L. Nich- 
ols (Brooklyn Med. Jour., July, 1905) report in- 
stances of this kind. 


Metcalfe (Detroit Med. Jour., 1905-6, V. 123) 
reports the case of an eleven-year-old girl seen in 
the third attack, which culminated in what seemed 
to be a general peritonitis. This was suddenly re- 
lieved by drainage of pus per rectum. Pain, ten- 
derness, low vitality, and slight fever persisted. 
Operation revealed omental adhesions, and an ap- 
pendix adherent at its tip to the ascending colon 
with which it communicated. 


INVOLVEMENT OF CECUM. 

Aside from the frequent infiltration of the cecal 
wall about the base of appendix the cecum is in- 
volved in various ways, the commonest of which 
are: 

1. True Typhlitis, the inflammation of the entire 
caput coli varying in degree. It may be an inter- 
stitial infection or a destructive inflammation. In 
its early stages it resolves readily when the inflamed 
appendix is removed. Dependent upon time and 
virulence of infection this may lead to 

2. Suppurative peri-typhlitis or peri-typhlitic ab- 
scess, or to 

3. Gangrene of the cecal wall. I recall an in- 
stance of gangrenous typhlitis, with the appendix 
lying between cecum and the iliacus muscle, when 
the first gentle attempt to push the cecum towards 
the median line in order to deliver the appendix re- 
sulted in my plunging my finger through the gan- 
grenous wall of the caput coli. Attempts at suture 
were unavailing and a fecal fistula followed which 
healed after nine weeks. 


VARIATION OF APPENDICITIS DuzE To UNUSUAL 
BACTERIAL CAUSE. 
The bacteria commonly associated with ordinary 
forms and some extraordinary forms of appendi- 
citis are: 


. Bacillus coli communis. 

. Streptococcus pyogenes. 

. Staphylococcus pyogenes aureus, 
. Staphylococcus pyogenes albus. 

. Bacillus pyocyaneus. 

. Bacillus aerogenes capsulatus. 


The pneumococcus of Fraenkel has been isolated 
in a few instances and has given rise to the applica- 
tion of the term “pneumococcus appendicitis.” Nev- 
ertheless, these cases differ not at all in other path- 
ological or clinical evidences from the examples of 
infection by other more usual modes. Hence we 
will dismiss pneumococcus appendicitis with this 
word. Not so with tuberculous appendicitis, acti- 
nomycosis of the scams: and typhoid appendi- 
citis. 
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TUBERCULOSIS OF THE APPENDIX. 

Tuberculosis of the appendix is generally second- 
ary to a tubercular process in the cecum and is 
most frequently seen in conjunction with more or 
less general peritonitis of the tuberculous variety. 
Some have considered that the cecum is attacked 
primarily. Undoubtedly some cases find their 
origin in the retroperitoneal glands or those of the 
mesentery. The generally accepted view is that the 
primary focus is mot, ordinarily, in the appendix. 
Whatever the cause of the infection the right iliac 
region seems peculiarly predisposed to this variety 
of infection. Burnham (Johns Hopkins Hosp., 
Bull., April, 1904), cites one case which was ap- 
parently primary and another of secondary tubercu- 
lous appendicitis. 

My operative experience would lead me to feel 
that when tuberculous appendicitis is so marked as 
to lead to a diagnosis of acute appendicitis we have 
to deal with a mixed infection, although I have not 
demonstrated this by cultures. In all cases of this 


kind I have found the appendiceal inflammation 
quite different in character from that involving the 
peritoneal surfaces of intestines and uterus, but 
quite similar to that in which Fallopian tubes are 
involved. In nearly every case that I have observed 


(12) there has been a generalized tuberculous peri- 
tonitis. In only one case was pus present; the ap- 
pendix here was pelvic in situation and the uterine 
appendages were involved; drainage was instituted 
and healing was very slow, requiring seven months. 
The ultimate result was excellent. 


ACTINOMYCOSIS OF THE APPENDIX. 

This is probably the primary process when the 
abdominal viscera are concerned. It is generally 
felt that this is so in the majority, if not in all, 
cases. The ray fungus cannot always be isolated 
from the appendix itself, although this has been 
accomplished in enough cases to outline the path- 
ology pretty definitely. Usually the lesion is a de- 
structive one with deep ulceration or perforation of 
the appendix. 

It is the rule that before the appendix attracts 
attention other viscera are so infected with acti- 
nomyces that the patient ultimately perishes from a 
general infection even if the appendiceal and intes- 
tinal conditions are radically treated. 

Burnham (Johns Hopkins Hosp. Bull., April, 
1904) reports a case of abdominal actinomycosis in 
which the appendix seemed to be the primary seat 
of lesion from the course of symptoms and the au- 
topsy findings. Complete removal of the infected 
area was impossible because of its extent. She re- 


ceived great benefit for a time from potassium 
iodide in large doses. 
TyPHow APPENDICITIS. 

That tyhoid fever and appendicitis are easily con- 
fused has often been stated. The word “confused” 
can justly be replaced by another word, “associ- 
ated,” in many instances. That the appendix 
should be involved in a true typhoid process is not 
sensational pathology theoretically. Practically the 
existence of such a condition has been demonstrated 
repeatedly, although not often. Murphy, Kelly, 
MacMonagle, Stokes and Amich, and several Euro- 
peans have demonstrated bacteriologically the exis- 
tence of a true typhoid process in the appendix. 
(In the case of Stokes and Amich there existed no 
sensational lesions and the bacillus pyocyaneous was 
also found in the appendix.) Thus true typhoid 
appendicitis is established as a clinical entity and 
as a feature of some cases of typhoid fever. In 
what proportion of cases the appendix is involved, 
and in what proportion of these the abdomen should 
be opened are questions of great interest. With 
but few authentic cases before us, no rules can be 
laid down. On the one hand, we have a treacherous 
process in an organ renowned for its weak powers 
of resistance; the generally accepted treatment is 
excision. On the other hand, we have the entire 
physical organism poisoned by a disease the exis- 
tence of which has long been considered a contra- 
indication to all but imperative major operations. 
To neglect the appendix may be to permit your 
patient to die of diffuse perforative peritonitis; to 
remove it successfully may decrease the resistive 
powers of your patient and prevent recovery. Here 
is an excellent field for the exercise of judgment. 
The blood analysis may help us, the hemoglobin, 
the red cell count, the white cell count, and the 
Widal reaction. 

The writer’s experience in three cases of appen- 
dicitis during typhoid fever (all within eight days 
of the onset) has been very satisfactory. All pati- 
ents were subjected to operation, all recovered, and 
none suffered a particularly long or violent course 
of the fever. 

R. S. Fowler reports four cases (Long Island 
Med. Jour., 1907) occurring in various stages of 
typhoid fever, all of which recovered after opera- 
tion. 

Austin (N. Y. Med. Jour., LXXXIV., 425) re- 
moved the appendix in the early stage of typhoid 
fever. His patient suffered very severe pain until 
the operation was performed; thereafter she had 
no pain and her recovery from typhoid was uncom- 
plicated. 
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Williams (Med. Rec., 1904, LXVI, 1897) ex- 
cised an erect appendix 4% inches long on the thir- 
teenth day of typhoid. Good recovery from opera- 
tion and typhoid fever. 

In none of these cases was a bacteriological ex- 
amination made, and none of them can be said to be 
true typhoid appendicitis. This leads us to briefly 
outline what may be the various modes of associa- 
tion between typhoid fever and appendicitis. There 
may be: 

1. True typhoid appendicitis alone, without in- 
testinal lesions. 

2. True typhoid appendicitis complicating an or- 
dinary attack of typhoid fever at the onset, or at 
any time during its course. 

3. Appendicitis during the incubation stage of 
typhoid fever due to other bacteria than the bacillus 
typhosis. 

4. Appendicitis due to infection by bacteria other 
than the typhoid bacillus during any stage of the 
typhoid course, or with mixed infection. These 
cases are very prone to perforation. 

5. Appendicitis occurring during convalescence 
from typhoid fever from infection with bacteria 
other than the bacillus typhosus, 

We next consider appendicitis as complicated be- 
‘cause of some unusual position. 


THE APPENDIX IN HERNIAE. 


Appendices in all stages of inflammation and the 
normal appendix have been discovered in the sacs 


of inguinal and femoral herniz. It has been my 
fortune to observe four such cases. One was a nor- 
mal appendix in a femoral hernia. Three cases 
‘were of inflamed appendices, of which one was gan- 
grenous, in inguinal ruptures. I also recall an early 
experience while a member of the house staff of 
the Methodist Episcopal Hospital in a case in which 
an operation for suppurative inguinal lymphaden- 
itis was undertaken. The surgeon found it unusu- 
ally difficult to enucleate the mass, and upon acci- 
dentally entering it discovered it to be an incar- 
‘cerated inguinal hernia containing a moderately in- 
flamed appendix. 

The presence of an appendix in a hernia is prob- 
ably due in most instances to a long mesoappendix 
or long mesocolon, to a general enteroptosis, or to 
an unusually long appendix. Without one of these 
conditions present it is doubtful whether the organ 
‘ould protrude into the inguinal or femoral canal. 

The reduction of a hernia containing a normal 
appendix would seem to be so easy in the majority 
‘Of cases that it is more than possible that hernia of 
‘the appendix is really very frequent. Numerous odd 


cases could be detailed, did space permit, of ap- 
pendicitis, with adhesions, interstitial, purulent and 
gangrenous appendices in both inguinal and femo- 
ral herniz. Lilienthal’s unique case (Journal A. M. 
A., 1908, LI, 754) deserves mention. This oc- 
curred in a premature (74 months) infant, three 
weeks old. A gangrenous appendix was adherent 
within a scrotal hernia and the cecum was adherent 
in the inguinal canal. The colon bacillus was iso- 
lated. Recovery. Macewen (Lancet, 1906, 1, 297) 
reports the only instance which I have found of an 
appendix in an inguinal hernia adherent to the 
testis. 
PEtvic APPENDIX. 


Abscess in the pelvis has been mentioned briefly 
as a form of localized peritonitis associated with 
appendicitis. Little more need be said of it here 
except to remind ourselves that it may be a dimintu- 
tive abscess of the size of a walnut, perched upon 
the lateral pelvic wall—or it may occupy most of 
the pelvic cavity and mechanically interfere with 
the functions of various viscera situated therein. 
Thus frequent or painful micturition with signs of 
appendicitis should recall the possibility of a pelvic 
abscess, 

Pelvic Abscess: involvement of Bladder. ° Ad- 
hesion of an appendix, previously inflamed, to the 
bladder has been observed by many operators. An 
involvement of this kind may be reasonably consid- 
ered possible when the act of urination causes sharp 
pain in the hypogastrium or right iliac region, al- 
though in males such a pain may be due to any pel- 
vic appendix surrounded by purulent exudate. 

Further involvement of the bladder in the form 
of appendiculo-vesical fistula has several times been 
recorded. This may occur by the coincident in- 
volvement of bladder wall and an adherent appen- 
dix in a destructive inflammation, or by the rup- 
ture of a peri-appendicular abscess into the blad- 
der. Michel and Gross (Arch. gén. de Méd., Aug- 
ust 28, 1903) report a case of the former type, and 
Kammerer one of the latter. 

During my service with the late G. R. Fowler, I 
observed a man of 66 discharging feces per ureth- 
ram. Suprapubic cystotomy gave him great relief 
and he declined further operation. We suspected 
that an appendiceal or cecal communication account- 
ed for this unusual phenomenon, but its source was 
never proven, 

Pelvic Appendix—Involvement of Rectum. Oc- 
casionally the pelvic situation of the appendix re- 
sults in adhesion to the rectum or involvement of 
the rectum in an interstitial or suppurative inflam- 
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mation. It is probable that some of the spontaneous 
cures or remissions are caused by perforation of 
the rectum and evacuation of the abscess. As far 
as I can determine no such case is reported, but in 
view of the excellent results obtained in England 
and elsewhere by rectal incision of pelvic abscess 
due to appendicitis, we must consider this as one 
of the occult routes of curative evacuation. 


Adhesion of appendix to rectum is uncommon. 
Judging by statistics at my disposal its occurrence 
is about once in two hundred cases of adherent ap- 
pendix. (See Heineck, Mobile Med. Jour., 1907, 


X, 312). A recent experience of the writer may be. 
interesting in this connection. 


W.W., tinsmith, 22 years old, was first seen on 
December 30, 1907, at 9 P. M. by the courtesy of 
his physician, Dr. Nielsen. He had been slightly ill 
for three days, with great increase of abdominal 
pain, temperature and pulse rate beginning ten 
hours before consultation. All signs and symptoms 
led to a diagnosis of acute perforating appendi- 
citis with diffuse suppurative peritonitis. Imme- 
diate operation was performed at the M. E. Hos- 
pital. Diffusion of pus over the entire cavity of 
the peritoneum was treated by free irrigation, a 
glass tube in the pelvis and multiple gauze drains in 
many directions. No attempt was made to find or 
remove the appendix on account of the desperate 
condition. The man made a satisfactory recovery, 
although the pelvic drainage sinus was slow in heal- 
ing. Four months later, when his general condi- 
tion was improved, an effort was made to cure this 
hernia and remove the appendix. The cicatrix was 
surrounded by an incision through skin. The peri- 
toneal cavity was entered on one side and as fast 
as adhesions would permit, the peritoneal opening 
was continued in the line of adhesion. Then we 
could lift up entire the cicatrix with two broad ad- 
hesions representing healed sinuses at its center. 
One of these led down to the appendix, which had 
sloughed away from the cecum. Its tip was densely 
adherent to the rectum, from which it was care- 
fully separated by the scissors, without injury to the 
rectal wall. The cure of the hernia was attempted 
by overlapping muscular and fascial sutures. Thus 
far the result has been perfect. 


Pelvic Aippendix—Adhesions to Uterus. Ad- 
hesion of the appendix to the uterus is occasional. 
This condition has been discovered at autopsy and 
at the time of opening the abdomen for other oper- 
ations, as well as for attacks upon the appendix. 
Intestinal obstruction has been caused by the en- 
gagement of a loop of intestine beneath the adher- 
ent appendix (vide Kelly and Hurdin). In 
Murphy’s case of appendix adherent to the uterus 
(J. A. M. A., March, 1894) strong traction upon 
the cecum caused obstruction in a case. 

Pelvic Appendix—Involvement with Ovary and 


Tube. Instances of the involvement of the appen- 
dix in an inflammatory process of the uterine ap- 
pendages of the right side are quite common, and 
are noted by all operators whose series of abdomi- 
nal procedures are extensive. The tubal lesion is 
usually an infective one, in many instances gonor- 
rheal. The appendix is sometimes involved in a 
mass of adhesions with ovary, tube and the puru- 
lent collection, or it may be simply adherent to the 
outer surface of such a mass. I have sometimes 
thought, when a pelvic abscess mass included tube, 
ovary and appendix, that the appendix might be 
the source of all the trouble and the patient inno- 
cent of gonorrhea: 

The appendix has occasionally been found at- 
tached through a portion or all of its length over 
the surface of an ovarian.cyst. I have observed 
one such case, 

Tuholske’s case (Interstate Med. Jour., XV., 
270) was unique in that the appendix was involved 
at its tip in a salpingitis of the left tube. The right 
appendages were not diseased. Here the cecum 
lay in the median line. 

Pelvic Appendix with Abscess. I have observed 
two cases of appendicitis with pelvic abscess which 
simulated abscess of the superior pelvi-rectal space. 
One was evacuated by perineal incision. The usual 
procedure was adopted in the other. 

Pelvic Appendix with Symptoms Referable to 
Prostate and Seminal Vesicles. Tuholske reports 
a case of gangrenous appendix adherent low down 
in the pelvis in the neighborhood of the prostate 
which was removed with great difficulty, in fact the 
distal end was left im situ and drainage was estab- 
lished. Previous to operation and thereafter the 
patient suffered from painful urination, tenesmus 
and frequent seminal emissions (four or five per 
day). Death supervened on the fourth day. The 
reporter does not state whether or not previous 
prostatitis and vesiculitis were excluded. 

Having considered variations due to pelvic loca- 
tion of the appendix we turn now to the considera- 
tion of other unusual positions and their results in 
modifying appendicular pathology. 

APPENDIX BURIED IN THE WALL OF THE CECUM. 

The majority of elusive appendices are to be 
found buried in the cecal wall by adhesions which 
simulate thickened proper tissue of caput coli. 
Sometimes these buried vermiforms are found 
tucked away in the angle between ileum and cecum. 
After a reasonably careful search in all directions, 
including the retro-cecal space, if the appendix is 
not found, we should expect to discover it buried 
in the cecal wall. Its removal from such a resting” 
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place may be exceedingly difficult. A longitudinal 
incision over its entire length will sometimes assist 
in the enucleation. Again, we find great assistance 
in ligating the base, closing the cecum and then 
proceeding with the dissection. A cutting instru- 
ment carefully used in these cases, bodes less ill 
to the cecum than blunt dissection. 


OMENTAL INVOLVEMENT, 


Besides the common adhesions to the great omen- 
tum which often assist materially in preventing 
general infection of the peritoneum we have one 
less usual class of cases deserving of special men- 
tion. In these the appendix is buried in an “omen- 
tal roll.” The diagnosis is sometimes clouded in 
these cases because the appendix is located nearer 
the median line than is ordinary. Several cases of 
this type have come under my observation. I re- 
call one in particular in which the tenderness and 
tumor were located about 114 inches to the right of 
the umbilicus. The appendix was found neatly 


wrapped in a complete casing of omentum, and 
fortunately so, for its size and color were those of 
the tobacco worm. It was distended with pus and 
apparently just ready to rupture. 


CoMMUNICATIONS WITH ILEUM. 


Several cases have been recorded in which the 
appendix has formed a false passage between the 
cecum and the ileum. The mechanism of produc- 
tion seems simple as the tip of the appendix may 
become adherent to the ileum as to any other viscus 
covered by peritoneum, and at the point of adhesion 
ulceration may complete the communication. I saw 
one such case during the time in which it was my 
privilege to serve the late Dr. G. R. Fowler. A 
girl of 20 was operated upon during her second 
attack of appendicitis. The inflammation was of 
the interstitial type, but the appendix formed a 
perfect tunnel between the ileum about three inches 
above the ileo-cecal valve and the cecum. Some- 
what different was the mode of production of such 
a communication in the case of Bell (Liverpool 
Med.-Chi. J., October, 1902) in which an abscess 
cavity, into which the appendix had perforated, in 
turn perforated the ileum. 

Similar communications with ascending colon and 
transverse colon are recorded in the literature. 


Lert SIDED APPENDIX. 

This condition is far from common, and yet 
most operators of experience have observed it. A 
long meso-cecum or a reversal of mesenteric at- 
tachment (from right to left instead of left to right) 
is usually responsible for the location of the organ. 


In three cases included in my work the long meso- 
cecum has seemed to be the reason. Two of these 
cases were in children, and, indeed, over 50% of 
the cases that I have found in the literature have 
been in patients under fifteen. 

Holmes (N. Y. Med. Jour., October 17, 1903) 
twice found normal appendices (at autopsy) on the 
left side of the fourth lumbar vertebra. In each 
case the mesenteric attachment extended from right 
to left. The other abdominal viscera were in nor- 
mal positions, save that in one the ascending colon 
dipped into the pelvis to the level of the third sacral 
segment before beginning to take its normal course 
upward. 

Johnson (Ann. Surg., 1908, XLVIII, 137) re- 
ports a case of left side appendicitis over the left 
side of the lumbar vertebra and the mesentery end- 
ing below at an unusually high point. The ileum 
entered the colon from right to left. 

Brewer (Jbid) and Blake (Jbid) have reported 
similar cases. 

In Tuholkske’s case there was general transposi- 
tion of viscera—the heart to the right, the liver to 
the left, etc. This having been recognized the di- 
agnosis was easily made. In his second case oper- 
ation was undertaken for an abscess of unknown 
cause in the left iliac region. 

Left sided appendicitis is prone to be associated 
with symptoms of intestinal obstruction in an undue 
proportion of cases. This was instanced in my 
last case, when a gangrenous appendix with ad- 
hesions caused obstruction in the lower ileum. 

Several reporters, notably Damianos (Wien. 
Klin. Woch., August 27, 1902) and Lockwood 
(Brit. Med. Jour., March 4, 1905) have reported 
cases of left sided appendicitis with all symptoms 
and signs indicative of appendicitis in the right iliac 
region, when after making the usual incision the 
anomaly was discovered and it was immediately 
closed and the left side attacked. 

APPENDICITIS WITH PYELitTIs, NEPHRITIS, oR IN- 
VOLVEMENT OF URETER, 

Pyelitis and ureteritis are not rare in conjunc- 
tion with, and as a result of inflammation of the ap- 
pendix, and in these cases the true lesion is often 
overlooked and a calculus suspected. Pus in the 
urine should, therefore, never exclude the appendix 
from our consideration. A recent case from my 
service at the Methodist Episcopal Hospital illus- 
trates this point clearly: 

T. R., 11 years of age, was referred to me by 
Dr. Berry, in the second day of a second attack of 


appendicitis. Symptoms and signs were typical, 
except that the maximum tenderness was somewhat 
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above and to the outer side of McBurney’s point. 
The urinalysis on admission showed a small amount 
of albumin, no casts, and many pus cells. I could 
not doubt, however, that the appendix needed ex- 
cision and operated as planned. The pus cells dis- 
appeared from the urine two days later. 

Hunner and Seelig report cases mistaken for 
stone in the ureter when the existing condition in 
each case was an appendix with its tip filled by a 
concretion pressing upon the ureter and causing 
nearly complete obstruction, with all of the signs 
of ureteral colic and pyelitis. Seelig (Ann. Surg., 
XLVIII, 388) also reports a case of hematuria in 
which all renal symptoms were carefully excluded 
by ureteral catheter, x-ray, and bacteriological ex- 
amination, although the symptoms seemed to be 
those of renal colic. Finally exploratory celiotomy 
was performed and an inflamed appendix removed, 
whereupon hematuria subsided. 

Hunner (J. A. M. A., 1908, L, 1328) emphasizes 
the importance of promptly differentiating between 
appendicitis and renal or ureteral calculus. The 
calculus may reasonably await a convenient time 
for removal or perhaps pass spontaneously, but the 
overlooked appendix may place the patient in immi- 
nent danger. In two of his cases several distinct 
attacks of appendicitis had been overlooked because 
of pus in the urine. In this connection a word 
should be given to the toxic nephritis of appendi- 
citis originally described by Dieulafoy (Semame 
Med., 1903, No. 42). Symptoms of nephritis of 
the corresponding kidney, or of both kidneys, may 
be in evidence, due to toxins produced by an in- 
flammatory process in the appendix. This also has 
so masked the appendicitis as to delay or prevent 
timely diagnosis. 

SEPTICEMIA AND PYEMIA, 


In their relation to appendicitis, these are so well 
understood by all that we need but mention them 
in order to make our list of variations as complete 


as should be. 

A form of toxemia heretofore unrecorded came 
under my observation in July, 1908: 

On Tuesday, June 23, 1908, a female, 19 years 
old, was referred to my service at the Methodist 
Episcopal Hospital by her physician, Dr. E. J 
Kenny. She had been in excellent health until the 
midnight immediately preceding her admission. 
During the evening she had devoured a vicious 
mixture of foods, including clams, soft shell crabs, 
ice cream and peanuts. She retired about 11 
o’clock, and one hour later was seized with violent 
pain in the right iliac region, which rapidly ex- 
tended over the entire lower abdomen. Vomiting 
was repeated several times during the night, afford- 
ing no relief of the pain. Dr. Kenny saw her in 


the early morning, administered a mixture contain- 
ing one grain of opium, and ordered an enema, 
which was effectual. When he saw her at one P. 
M. he made the diagnosis of acute appendicitis 
from tenderness over the right iliac region (not 
definitely localized) ; the temperature was 102° F, 
and the pulse 92. He referred her to me as a very 
acute case, and the ambulance was dispatched for 
her promptly. Upon the arrival of the ambulance 
surgeon at 2.15 P. M. she complained of pains in 
her hands and feet, and her thumbs were tonically 
apposed to the palms. Any passive motion of the 
thumbs was accompanied by great pain. The 
slightly extended feet were exquisitely sensitive on 
flexion. The jolting of the ambulance gave her 
great pain in the extremities, which attracted her 
attention at this time more than any abdominal 
discomfort. Upon her arrival at the hospital she 
was examined by the house surgeon, Dr. F. P. 
Keil, who at once made a diagnosis of gastro- 
intestinal tetany, reporting this and a leucocyte 
count of 23,250, with 78% polymorphonuclear 
leucocytes, at 3 P. M. I saw the patient at 3.30 P. 
M., when she presented the typical picture of gas- 
tro-intestinal tetany. Her temperature had risen 
to 103.4°, pulse 98. The chest was negative. The 
abdomen was generally tender over its lower half, 
with somewhat exaggerated tenderness over the 
center of the right iliac region. I found the right 
rectus very slightly rigid, although this opinion was 
dissented from by Drs. Keil and Kenny and my 
assistant, Dr. Durham. 

As abdominal pain and tenderness are usual in 
gastro-intestinal tetany, and as the typical signs of 
appendicitis were not especially marked, it became 
a question whether or not abdominal section should 
be undertaken. The leucocytosis was cited as a 
reason for exploration. Thereupon it was recalled 
that such a blood phenomenon might be possible 
with gastro-intestinal toxemia so profound as to 
cause tetany, although the literature had thus far 
been silent on this point. 

The abdomen was opened through the right rec- 
tus incision. The examining finger found a thick- 
ened appendix hanging over the pelvic brim. After 
enlarging the peritoneal incision it was delivered— 
distorted, greenish, succulent from base to tip. It 
was typically removed, the base being cauterized 
with carbolic acid and inverted through a purse- 
string of catgut. The stump of the meso-appendix 
was sutured as a fortifying pad over the remaining 
dimple, the suture being introduced distally to the 
ligature previously applied to the meso-appendix. 
[This method long ago suggested and for some 
years practised by the writer, not only strengthens 
the intestinal wall and inverts the raw, cut surface 
of the meso-appendix, but also avoids the possi- 
bility of traction releasing the original ligature. One 
case of secondary hemorrhage has come under my 
observation where the suture and the meso-appen- 
dix ligature were tied together after the manner 
largely used. ] 

Upon cross section the appendix was found to 
have gangrenous mucosa, and necrosing musct- 
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laris and serosa. It was filled with liquid feces and 
us. 

P The patient made an uneventful recovery, the 
temperature touching normal on the day following 
that of operation. The wound healed per primam. 
The symptoms of tetany gradually disappeared dur- 
ing the night succeeding the day of operation and 
did not recur. As no effort to evacuate her bowels 
was made until the third day, the presumption that 
the destructive inflammation of the appendix caused 
the symptoms of tetany seems reasonable. 


VARIATIONS OF APPENDICITIS DUE TO CONTENTS. 
Foreign Bodies. It is my belief that fecal con- 

cretions should not be considered foreign bodies in 
the strictest sense. Although the popular idea that 
foreign bodies are generally responsible for appen- 
dicitis is known to be ridiculous, the list of actual 
foreign bodies discovered in inflamed vermiforms is 
a long and interesting one, including: 

. Seeds of various fruits and vegetables. 

. Common pins, 

. Shot. 

. Bullets. 

. Fish bones, 

. Chicken bones. 

. Pieces of lead and solder. 

. Hairs. 

. Bristles. 

. Corn husks. 

. Cherry stones. 

. Cut nails. 

. Wire nails, 

. Barley. 

. Sticks of wood. 

. Gravel. 

. Enamel, 

. Gall stones, 

Many entertaining cases of this type could be re- 
hearsed, but I shall refer to only one. Rebentisch 
(Deutsche Med, Woch., April, 1905) reported a re- 
markable case of a woman of seventy-four who de- 
veloped what seemed to be an inflamed strangu- 
lated femoral hernia without symptoms of obstruc- 
tion. Operation revealed a gangrenous appendix 
which ruptured during manipulation, evacuating 
pus, and over one hundred foreign bodies, includ- 
ing grape and other seeds, bits of enamel, bone spic- 
ules, a bit of wood, gravel, gall stones and entero- 
liths. The patient recovered and later weathered 
an operation for the radical cure of hernia. My 
experience with foreign bodies in the appendix is 
limited to two cases, one grape seed, one raspberry 
seed. 


APPENDICITIS AND INTESTINAL PARASITES. 
The intestinal parasites which have recorded 


their visits to the appendix in obstructive, inflam- 
matory or perforative phenomena, are: 

1. Oxyuris vermicularis. 

2. Ascaris lumbricoides. 

. Trichocephalus dispar. 
. Tenia saginata. 

. Tenia solium. 

. Echinococcus. 

. Distoma Bilharzia. 

The trichocephalus and the ascaris lumbricoides 
have been proven as causes of inflammation of the 
appendix by injuring the mucous membrane in 
sucking the blood of the host. We cannot say that 
the oxyuris does more than cause irritation as a 
foreign body. 

* ApPENDICITIS WiTH ILEO-COLITIS. 

Appendicitis is associated with ileo-colitis as a 
result of mechanical and bacteriologic influences. 
It may be associated with chronic colitis due to 
coprostasis either from atony of the bowels or 
from habitual over-eating or rapid eating. Some 
cases of this type seem to be influenced by imper- 
fect action of the ileo-cecal valve due to repeated 
inflammations in the appendix and cecum. 

We find a perplexing class of cases in those neu- 
rasthenics with muco-membranous colitis who evi- 


dence symptoms and signs of appendiceal inflam- 
mation. Some of these receive decided benefit from 
removal of the appendix. Others are not benefited: 
It should be our endeavor to let these patients or 
their friends understand that no guarantee can be 
given that the colitis and neurasthenia will be im- 


proved by appendicectomy. Again, in some of 
these cases operation for appendiceal involvement is 
imperative. 

Occasionally we are asked to see a patient with 
appendicitis superimposed upon an acute catarrhal 
colitis or an acute ulcerative colitis. The prognosisin 
cases where operation is performed during the acute 
stage is not good, and probably 20% to 40% suc- 
cumb, regardless of the condition of the appendix. 
Two of my own five cases have died, and in neither 
case was there perforation, gangrene or abscess. 
They reacted poorly, their muco-purulent discharges 
streaked with blood or bloody evacuations increased, 
and they died within 36 hours, apparently from in- 
sufficient vital energy to endure both the colitis and 
the operative attack. These cases of appendicitis 
complicating acute ileo-colitis should not be sub- 
jected to operation (1) unless the appendix lesion 
is undoubtedly a grave one; or (2) unless the ileo- 
colitis is so mild as to be disregarded. In general 
these are the ideal cases for an interval operation. 

If an acute mucous-colitis is continued later as a 
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chronic process removal of the appendix may be 
undertaken with comparative safety when the pa- 
tient has in a degree recovered from the marked 
depletion of the acute stage. 

In amebic colitis through and through irrigation 
of the colon, using the appendix or its stump as the 
upper irrigation tube has marked a distinct advance 
in the treatment of this tenacious disease. 


New GROWTHS OF THE APPENDIX. 


Carcinoma. In 1902 there had been reported 
fourteen cases of primary carcinoma of appendix. 
Now the accumulated literature enumerates over 
one hundred cases, and there have been many more 
unrecognized or recognized and unreported. The 
varieties reported are adeno-carcinoma, colloid car- 
cinoma, and those characterized by spheroidal cells 
and columnar cells. These growths have more fre- 
quently been found at the tip and at the base than 
in other portions of the appendix. They have 
varied in size from that of a small pea to that of 
an English walnut. The sexes share equally here. 
There are two points of special interest evolved 
from a review of the literature on this subject. 

1. The frequency of primary carcinoma of the 
appendix in the young. Several cases have been 
reported in patients under twenty. Over 30% of 
the reported cases have been between 20 and 30 
years of age. One case is recorded in a child of 
nine. (2) The usual freedom from recurrence in 
the cases where the cecal wall is not involved. Rol- 
leston states that the prognosis is unusually good in 
cases of spheroidal-cell carcinoma. 


My own experience with carcinoma of the ap- 
pendix occurred in a woman of thirty-six. She 
had suffered with symptoms of appendicitis for 
about two weeks and her physician discovered a 
mass in the right iliac fossa the day before her ad- 
mission. The growth involved the base of the ap- 
pendix and a two inch area of cecum immediately 
about it. Retro-peritoneal glands were involved, 
and removal of the growth was followed shortly 
by recurrence. 

In view of the fact that nearly all of the cases 


reported have been discovered during operation for 
the relief of inflamed appendices, the importance of 
microscopic examination of every appendix is evi- 
dent, with the possible exception of necrosed or- 
gans. Certainly every thickened appendix should 
be thus examined. 

Sarcoma and Endothelioma have been reported 
in a few instances. It should be remembered, how- 
ever, that the differentiation between spheroidal- 
cell carcinoma and sarcoma or endothelioma is not 
invariably easy. 


Other solid growths that have rarely been found 
in the appendix are fibroma, polypi, lipoma, and 
myxoma, 

Cysts of the appendix are usually true retention 
cysts, there being adhesions producing obstruction 
at one or more points, causing a collection of the 
normal mucous secretions. Capillary hemorrhages 
may occur into the cavity and the mucous thus be- 
come blood stained. If distension is so marked as 
to create great pressure the activity of the proper 
mucous glands of the appendix is lessened or abol- 
ished. In the latter instance only serous contents. 
may be found at operations or autopsy. These cysts 
may occur at the tip of the appendix or at its base, 
or at any point between base and tip, showing an 
organ of ordinary size proximally and distally. If 
the obstruction occurs at the base it may give rise to 
the appearance of a cyst springing directly from the 
cecal wall. 

These appendiceal cysts may vary greatly in size 
and form, some being so small as to be discovered 
only upon opening the appendix after its removal, 
and others resembling in form and size a small 
peach. The majority, however, are elongated, sau- 
sage-shaped masses, which involve nearly or quite 
all of the organ’s longitude. Kelly’s case of a cyst 
in the middle of the appendix observed and sketched 
in 1897, and left in place, and removed in 1903, is 
an interesting demonstration of the pathological 
changes possible in such organs. 

C. P. Gildersleeve’s case, reported before the 
Brooklyn Surgical Society in 1905, shows to what 
size such cysts may attain. This organ was dis- 
tended until it formed a cylindrical body as long as 
a goose egg and with a diameter of about 2% 
inches. It extended so close to the cecal wall that 
ordinary ligation was impossible. It contained thick 
fluid with myriads of small rice-like bodies (which 
were not examined microscopically). 


INTUSSUSCEPTION OF THE APPENDIX. 


This has occurred but very rarely. Kelly di- 
vides these cases into three classes. 1. Those in 
which the vermiform appendix is simply carried 
along with the intussusception in an accidental man- 
ner. 2. Those in which the base of the appendix 
itself forms the apex of the intussusception. 3. 
Those in which there is an inversion of the appen- 
dix, partial or complete, with or without inversion 
of cecum, colon or ileum. 

The signs and symptoms of this ailment resem- 
ble greatly those of an intussusception of the colic 
or ileo-colic variety. Abdominal pain, more or less 
continuous, with waves of colic, and small stools 
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largely of mucus or mucus and blood, are usual. A 
tumor may or may not be discovered. 

These cases are more common in children than 
in adults ; indeed, a large proportion of all cases re- 


ported have been in patients under twelve years 


of age. In some of them the true nature of the 
disturbance has been discovered only at autopsy. 
PREGNANCY AND APPENDICITIS. 

A pregnant woman may have appendicitis. 
Whether or not these attacks are more often prim- 
ary than secondary is a mooted point. 

In general, I believe that a pregnant woman 
should be operated upon for appendicitis as 
promptly as if she were not pregnant. The cases 
in which the appendix is attacked while the lesion 
is confined to its mucosa and muscularis abort very 
exceptionally. Advanced cases usually abort if 
operated upon, often if left alone, and in this class 
there is a high mortality. The duration of preg- 
nancy seems to have little or no bearing upon the 
result. 

PUERPERAL APPENDICITIS, 


Puerperal appendicitis is thought by some sur- 
geons to be exceedingly common, but ever since 
this doctrine first came to my notice I have given 
the appendix a fair chance wherever abdominal 


pain developed during a puerperium under my ob- 
servation. In the last two hundred and seven ob- 
stetric cases, I have found one case of undoubted 
tharsis and the exhibition of cold. 

Ricketts (Virginia Med. Monthly, November 21, 
1902) states that with puerperal appendicitis rec- 
ognized, the disease will be found as often among 
women as men. If such be the case, my experience 
is quite at variance with that of others. 

The first cases of appendicitis in the puerperium 
were reported in 1893 (Petersen, Med. News, 
LXII, 515). The majority of cases develop within 
the first four days, and the majority of the balance 
within ten days. Of twenty-nine cases collected by 
Hilton (Western Med. Review, 1907, XII, 412) 
the latest to develop appeared on the fifty-sixth day. 
That there is a causal relation between parturition 
and appendicitis many do not doubt. Hilton adds 
one case to the collection. 


Hemic INFECTION, 

There are four rather uncommon lesions, sequelz 
of appendicitis, which deserve mention, namely: 

1. Iliac or femoral thrombosis or thrombo-phle- 
bitis, 

2. Mesenteric thrombosis. 

3. Portal thrombosis. 

4. Liver abscess. 


Thrombo-phiebitis of the femoral and tributary 
veims is not an uncommon accompaniment of the 
convalescence of appendicectomy, but, as a rule, it 
is due to trauma inflicted upon the deep epigastric 
or circumflex iliac veins or their branches, plus a 
mild degree of infection. They are usually inflam- 
mations of moderate degree, although quite as tedi- 
ous in their recovery as the more violent venous 
infections. Rarely we see suppurative phlebitis fol- 
lowing appendicitis, but from personal experience 
and an extensive study of the literature, I believe 
them to be always secondary to suppurative or gan- 
grenous inflammation in the appendix. (See au- 
thor’s “Causes of Femoral Phlebitis,’” Brooklyn 
Med. Jour., June, 1905.) 

I have never observed a case of appendicitis that 
had not been subjected to operation in which there 
existed a complicating femoral thrombo-phlebitis. 
That all such complications are due to operation, 
however, I am not prepared to state. 

Mesenteric thrombosis is rare. 

Portal thrombosis has been recorded in a few in- 
stances, 

Abscess of the liver is not so uncommon, and is 
difficult to differentiate from subphrenic abscess. 
Its onset may be insidious and it has often been elu- 
sive for days or weeks, or a severe chill, symp- 
toms of violent shock and collapse with hepatic pain 
and quickly supervening jaundice, may mark its 
beginning. In general we may state that the gravity 
of this complication depends upon how easily it is 
diagnosed and upon the portion of the liver which 
it invades. ) 


LYMPHATIC INFECTIONS. 


There are five sites in the lymphatic system 
which are occasionally invaded by pyogenic bac- 
teria, following infection of the appendix, namely: 

1. The Retroperitoneal glands where may be 
found the “Retroperitoneal Phlegmon,” difficult of 
recognition and often fatal despite prompt and skil- 
ful operative treatment. 

2. The Parotid glands, which have been in- 
volved in a few cases. 

3, The Pleura, where symptoms and signs may 
be typical or atypical, as in any secondary pleu- 
ritis. (See No. 5, below.) 

4. The Bronchial glands, the invasion of which 
may or may not produce abscess of the lung. 

5. The Subphrenic spaces, where we find sub- 
phrenic abscesses. Subphrenic abscess is more 
common than liver abscess. It may be bilateral 
but is rarely found to be so. Generally, the bi- 
lateral cases are due to extreme tension of the 
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original abscess or an unusually virulent infection, 
and the resulting necrosis in the suspensory liga- 
ment of the liver. The cases complicating or fol- 


lowing appendicitis are usually right sided, but may 


occur in the left subphrenic space. 

It is the gangrenous appendix which is more 
commonly followed by subphrenic abscess. In a 
minority of cases the suppurative appendicitis 
seems to be the cause. Two cases are recorded in 
the literature in which the inflammation of the ap- 
pendix occurred with plastic lymph deposited upon 
the surrounding peritoneum. Rarely does sub- 
phrenic abscess complicate a suppurative general 
peritonitis, except in the instances where the sub- 
phrenic region takes part in a general suppurative 
peritonitis by direct extension, and then becomes 
incidentally walled off by adhesions. Retrocecal 
appendices have been observed in nearly all of the 
cases affected by subphrenic abscess. 

Symptoms may begin almost synchronously with 
attack of appendicitis or days, or weeks, or months 
thereafter. It is curious and interesting how many 


instances have occurred in patients who for days 
or weeks refused operation for appendicitis, Sub- 
phrenic abscess may occur in cases treated by or 


without operation. 

To tell the complete story of the subphrenic ab- 
scess found as a complication or sequela of appen- 
dicitis, will require a separate paper. Its domain 
has been outlined, and it offers a fine field for ad- 
vanced work in diagnosis and operative treatment. 
The comparative importance may be realized more 
fully if we recall that Jepson, in his report (Am. 
Surg., 1907, XLV, 467), states that appendicitis 
is probably the commonest cause of subphrenic ab- 
scess. Perforating gastric ulcer has usually been 
awarded this place, but undoubtedly many cases 
have perished after operation for gangrenous or 
suppurative appendicitis, with an unrecognized sub- 
phrenic abscess. 


280 ParK PLACE, 





It would seem to me (1) that there is a distinct 
association between highly acid urine and autoin- 
toxication due to putrefaction of the intestinal con- 
tents shown by the relation between indicanuria and 
high acidity ; (2) that in diabetes an excess of acid 
(not necessarily diacetic or oxybutyric) is the rule, 
and in addition (3) that this condition of high acid- 
ity is very frequently associated with albumin and 
casts in the urine—Henry R. Harrower in the 


Medical Record. 


IONIC SURGERY IN CANCER OF THE 
MOUTH AND NOSE. 
G. Betton Massey, M.D., 


Attending Surgeon American Oncologic Hospital, 
PHILADELPHIA. 


The conditions attending malignant growths 
within the mouth and nose render the ionic meth- 
ods of special value, for, as elaborately detailed 
elsewhere,* these methods enable us to destroy the 
peripheries of the growths by insulated electrodes 
thrust into them through the natural opening of 
the cavity, the lips or nostrils being merely re- 
tracted, thus rendering disfiguring operations on 
the overlying facial structures unnecessary. In 
favorable cases this enables us to restrict the de- 
struction of tissues more nearly to the diseased 
parts alone than is possible with any other surgi- 
cal methods, for the ionization process is as read- 
ily performed as curettement, without the wound- 
ing of living cancer cells as in the latter process, 
leading to their possible reimplantation in the 
edges of the wound. 

Additional advantages of the ionic methods over 
excision in some cases are: the freedom from 
hemorrhage during the operation, after the bleed- 
ing caused by the removal of a specimen for bi- 


‘opsy is checked, thus doing away with the dangers 


of inspiration pneumonia, and permitting a con- 
tinuous and clear view of the site of operation 
during the whole time of its performance; and the 
fact that the impossibility of at times securing 
an aseptic field of operation within the mouth or 
nose will not unfavorably affect the ionic opera- 
tion, permitting successful results in the presence 
of septic conditions of the teeth and gums that 
would militate against an excision. 

The element of danger attending ionic operations 
in mouth cases is usually restricted to two factors: 
(1), too strong a current in a monopolar opera- 
tion, a danger eliminated whenever possible by the 
employment of the bipolar technic, in which al- 
most any strength of current may be given with 
impunity; or, (2), secondary hemorrhage, from 
the inclusion of large vessels in the area of de- 
structive sterilization. This latter source of dan- 
ger may be largely eliminated by preliminary liga- 
tion of the external carotid or lingual artery on 
the affected side, it being possible to do the liga- 
tion and ionic operations consecutively under the 
same anesthetization if the first named operation 
is done quickly. In practice, the ligation may be 
neglected if the site of operation presents an easy 

* Vide, a series of contributions to Journ. Adv. Therap., August 


1907, to January, 1909; and Archives of the Roentgen Ray, Ma 
and July, 1909. 
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field for packing in the event of hemorrhage. 

This danger of secondary hemorrhage is not 
great in growths of the anterior part of the mouth, 
or, in fact, in any growths in the mouth cavity 
proper, anterior to the pillars of the fauces. The 
danger of hemorrhage is great, on the contrary, in 
all growths within the pharynx or in the tonsillar 
regions unless the growth is distinctly superficial, 
for the necessity for a thorough inclusion of all 
peripheries of the diseased area in a complete op- 
eration makes the danger of hemorrhage in this 
region a grave peril. 

The situation of the growth is therefore a mat- 
ter of greater importance in the prognosis of cases 
under ionic operations than the variety, though it 





Fig. 1. Amount of Deformity of Left Side of Face Four Years 
After Ionic Destruction of Osteosarcoma of Mandible, 
Left Side (Case 183). 


should be understood that the virulence of the type 
of disease, as measured by the rapidity of its 
growth since its first appearance, dictates the ex- 
tent of inclusion of surrounding tissues necessary 
to a thorough eradication, with corresponding ex- 
tension of risk. The presence of infected glands 
in the neck, usually attending the carcinomas, but 
rarely the epitheliomas, is an exceedingly grave 
complication and usually demands their excision 
by the knife; yet the question of the value of 
either excision or ionic destruction of these glands 
as a real curative measure is still undetermined. 
Mayor Iontc OPERATIONS WITHIN THE MourTH. 
Having determined that the case is a suitable one 
for possible eradication by this method, and hav- 
ing prepared the patient for general anesthesia as 
in ordinary operations, the large, warm kaolin pad, 


with conducting plate beneath, is placed on the 
operating table to act as the negative pole in case 
the monopolar method is used at any time during 
the operation, and the patient lies on the table 
with this pad beneath the back. Should these 
preparations be repugnant to the patient when 
made in his presence, the anesthetic may, of course;. 
be administered elsewhere and the patient be placed! 
in position after anesthetized. 

Unless distinctly contraindicated, the writer pre- 
fers chloroform as the anesthetic, preceded in some 
cases by a hypodermatic injection of a small dose 
of morphia, one hour before the anesthesia is 
begun, for the reason that the administration of 
chloroform is accompanied by far less salivary se- 


cretion than ether anesthesia, and less chloroform 
is needed when the: morphia is used.. 








Fig, 2. Scar of Ionic Oeration for Epithelioma of Tongue as itt 
Appears at End of Two and One-half Years (Case 312). 


The active electrodes, which should be prepared’ 
well in advance of the operation, consist of slender, 
pointed zinc needles 10 to 14 cm. in length and’ 
made of zinc plate 1 mm. thick, cut to a width of 
3 mm. and tapering to a fine point. These are 
attached in sets of two or four to suitable lengths 
of No. 28 cotton-covered wire, connected with the 
positive pole of the direct current battery or “ionic 
table.” Each electrode is curved in a suitable 
manner to reach the growth conveniently through 
the mouth, and is effectively insulated by a thin 
covering of fused sealing wax, so as to leave un- 
coated only that portion of the tip that will be’ 
buried in the growth. The amalgamation, or mer-- 
cury coating of the active surface of the electrodes;. 
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is not applied until immediately before their in- 
sertion, as it renders them exceedingly brittle. 

With the patient under the anesthetic, the jaws 
are held apart by a suitable instrument and the 
lips retracted with a hard-rubber retractor on one 
side, held by an assistant, and on the other by 
means of a miniature lamp enclosed in a test tube 
made of strong glass, the latter held by the op- 
erator to act as both illuminant and retractor, the 
glass covering permitting a free use of it for that 
purpose. Before proceeding further in the opera- 
tion a specimen is now removed for microscopic 
examination, as none will be available later, and 
the hemorrhage is stopped by amalgamating and 
inserting an electrode in the cut surface and turn- 
ing on the current without delay, either as a bi- 
polar or monopolar operation. 

The bipolar method is to be preferred in all 
operations demanding considerable current, as in 
this method none of the current traverses the 
nerves of the neck, thus avoiding embarrassment 
of heart action and circulation during the flow of 
the current, and it may be employed whenever 
there is sufficient substance in the growth to enable 
us to hold a small spade-shaped cotton-covered 
negative electrode against it without touching the 
active needles. The absorbent cotton on this elec- 
trode should be dipped in 25 per cent. sulphuric 
acid and water to absorb the hydrogen ions as 
liberated, additional acid being added from time to 
time by means of a glass dropper. When employ- 
ing the bipolar method in this way the kaolin pad 
under the back is not in use, of course, a wire 
attached to the negative electrode within the mouth 
being connected directly to the negative binding 
post of the apparatus. 

Having amalgamated and placed an active elec- 
trode needle in the wound produced in removing 
the specimen and the negative merely on the 
growth, a current of 100 to 200 milliamperes is 
gradually turned on, the mouth being kept free 
from blood and moisture as far as possible by 
swabbing with gauze sponges held in hemostats. 
In from five to ten minutes all bleeding will have 
ceased, when the field of operation may be 
cleaned, additional zinc-mercury needles inserted in 
the peripheries of the growth, and the current in- 
creased to from 350 to 500 milliamperes. The 
remainder of the operation is practically dry, and, 
being well lit by the miniature lamp, is kept con- 
stantly in view until the whole of the growth and 
its immediately surrounding tissue is turned gray- 
ish-white’ in color, which is a sign of complete 
ionic sterilization. The current is then turned off 


slowly and the electrodes are removed for final 
inspection of the field of operation, and if no sign 
of living malignant tissue remains, the patient is 
put to bed. 

If the monopolar method only can be used, the 
plate beneath the kaolin pad on which the patient 
lies is connected with the negative pole and the 
technic is followed with a weaker current, and 
without the negative electrode within the mouth. 

‘Such an operation for an average growth will 
require from forty to fifty minutes for its com- 
pletion. Owing to the fact that there is little or 
no loss of blood, it is never followed by shock. 
To allay the sensations of heat and burning that 
would be experienced by the patient on emerging 
from the anesthetic a hypodermatic injection of 
morphia is directed to be given during the fol- 
lowing night, if needed. By morning the patient 
is usually comfortable and suffering no pain, 
though the parts present considerable tumefaction 
and tenderness. : 

During the separation of the slough, which re- 
quires from ten to sixteen days, but slight odor 
will appear and that in the latter stages of the 
process. The patient is made comfortable by a 
weak mouth wash of some antiseptic solution. 
Should there appear to be danger of hemorrhage 
on separation of the slough a nurse should be in 
constant attendance between the roth and 16th 
days. with a carbonized Monsell solution at hand, 
and should bleeding occur, pledgets of gauze dipped 
in the solution should be packed down on the 
bleeding spot and left in place several days. 

The wound left on separation of the slough is 
painless and heals readily, usually with some con- 
traction. Should the disease have invaded the al- 
veolar processes of the mandible or maxilla, or the 
bodies of these bones, the diseased bone and con- 
tiguous parts will be devitalized by the ions equally 
with the soft tissues and will separate also spon- 
taneously, the edges left healing readily. This 
separation of devitalized bone will require from 
thirteen to twenty-six weeks. 


Mayor Ionic OPERATION WITHIN THE NOSE. 


Applications to growths within the nasai cavi- 
ties demand a similar technic, except that the space 
within which the application is made is so re 
stricted that the monopolar method alone is feasi- 
ble, with currents varying between 200 and 300 


milliamperes only. But one electrode, or possibly 
two, can be employed. When properly conducted, 
no injury need be done to the nostrils or other 
healthy structures. 
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First SERIES OF CASES. 

Between 1893 and January, 1905, the writer em- 
ployed some modification of the methods outlined 
above in 14 cases of malignant growths within the 
mouth, 2 of which were operable in the ordinary 
sense and 12 inoperable, most of them hopelessly 
inoperable. Of these, 4 were cured, including the 
two operable cases, 3 died during or shortly after 
the operation, 2 were relieved for a long period of 
time, but finally relapsed, and 5 were failures to 
arrest the disease for any length of time. To save 
space, the four successful cases only of this series 
are reported in full. 


Sarcoma of Maxilla—Wm. O., aged 39, laborer, 
applied for treatment October 11, 1897. He was 
a sugar house worker of strong physique, but 
anemic. Six months before, a tendency of the 
molar teeth on the right side of the upper jaw to 
loosen and fall out while apparently healthy, had 
been noticed, and attracted the attention of his 
dentist to a growth in this situation. The tumor, 
has grown rapidly since. 

Examination showed that four teeth were miss- 
ing and their position occupied by a smooth, pain- 
less tumor that was 4 cm. long, 2 cm. wide and 
projected 3 cm. into the mouth. That it replaced 
the bony tissue of the alveolar process, and ex- 
tended into the antrum, was made evident by a dis- 
tinct outward projection of the anterior wall of the 
antrum and by a flattening of the arch of the hard 
palate on the side corresponding to the growth. 

October 27, 1897. A major monopolar operation 
was attempted on this date at the patient’s home, 
with the kind assistance of Dr. E. P. Bernardy, 
but as the electrodes were too short, the effort was 
abandoned after 300 milliamperes had been used 
for 14 minutes. The electrodes employed were of 
18 karat gold, amalgamated with mercury, and one 
of the difficulties encountered was the keeping of 
a sufficient quantity of mercury in contact with the 
electrodes. Two weeks later the patient was placed 
on monopolar minor applications at the office, 
pointed zinc-mercury electrodes being now used, 
with a current of 25 to 35 milliamperes for thirty 
minutes. These applications were continued thrice 
weekly for two months, when all diseased tissues 
had apparently been destroyed, both with the 
mouth and the antrum, the electrodes having been 
inserted into the antral portion through the sinus 
that was formed by the destruction of the growth. 
During these applications a specimen of the growth 
was removed for microscopic examination, show- 
ing it to be a spindle-celled sarcoma. é 

November 14, 1898. The patient returned with 
evidence of some diseased granulations within the 
sinus. Minor applications of 15 to 25 ma. were 
begun and continued once weekly through the win- 
ter. About this time the patient was shown to 
the Philadelphia County Medical Society. A year 
later a few more minor applications were made to 
redundant tissue within the sinus. 


February 25, 1905. The patient returns in ex- 
cellent condition, but showing a_ ball-valve-like 
nodule of tissue springing from the anterior side 
of the sinus, at its entrance into the antrum, the 
sinus now being only .large enough to admit the 
bulb of a clinical thermometer. The flattening of 
the palatal arch has disappeared, but there is slight 
protrusion of the anterior walls of the antrum, as 
shown by greater prominence of the cheek in this 
situation. Minor applications of 5 to 8 ma. for 30 
minutes were made about once a week, and later 
once a month, for the following six months. 

At the present time (August, 1909), nearly 
twelve years after the beginning of the treatment, 
the patient is in excellent health, and there is no 
evidence of recurrence. 

Recurrent Epithelioma of Buccal Surface of 
Cheek.—G. W. B., carpenter, aged 59, was first 
seen September 17, 1900, with a proliferating 
growth on the inside of the left cheek, near the 
angle of mouth, about the size of a quarter, with 
raised and eroded surface. The growth was re- 
current after partial destruction by a caustic paste, 
and had been increasing in size for about a year. 

September 23, 1900. Monopolar operation un- 
der ether, 200 milliamperes for 20 minutes. The 
result was but a partial destruction of the growth, 
the technical faults being probably too large an 
electrode and insufficient time. The disease re- 
maining was later attacked in the office by minor 
applications of 5 to 15 milliamperes on several 
occasions during the following year, the series of 
applications being repeated again two years later. 

May 17, 1906. Patient admitted to the Onco- 
logic Hospital with a recurrence of the disease in ° 
the alveolar processes of the mandible beneath the 
former site. A major monopolar application of 
zinc-mercury ions was made under chloroform, 
350 milliamperes for 30 minutes, with electrode 
points thrust into the eroded bone. 

August 14, 1906. Patient readmitted to the hos- 
pital for treatment of suspicious granulations that 
show in cavity on separation of a small bone slough. 
Fifty milliamperes were applied for 20 minutes, 
monopolar. 

May 4, 1909. Patient returns by request show- 
ing a retracted scar at site of applications, with 
tongue drawn down somewhat, but no sign of re- 
currence. 

Epithelioma of Gum.—Miss C. C. M., aged 37, 
was first seen April 23, 1901, with a small, smooth 
growth on the gum above the right canine tooth. 
The patient was referred to Prof. M. H. Cryer 
for diagnosis, who pronounced it an epithelioma. 
As the growth was quite small, a series of nine 
minor zinc-mercury ionic applications were made 
during April and May, carrying from 2 to 5 ma., 
under the local injection of a weak cocaine solu- 
tion. A healthy scar resulted, and the patient re- 
ports by letter in January, 1909, that there has 
been no re-growth. 

Sarcoma of Gum.—Earl H., aged 6, was re- 
ferred by Dr. F. Otis Bryant, of Chester, Pa., 
June 2, 1904. About four months previously a 





82 AMERICAN 
JOURNAL OF SURGERY. 


MassEy—Ionic SURGERY IN CANCER. 





ae 


lower incisor tooth was extracted. The next day 
a growth was noticed at the site of extraction, 
which has increased in size to the present time, 
when it is about equal to a hickory nut, growing 
on both sides of an adjacent incisor and appar- 
ently springing from the bone. With the assistance 
of Drs. Bryant and Johnson, a major bipolar ap- 
plication was performed under chloroform on the 
above date, 350 milliamperes being applied with 
both poles on the growth and a current duration 
of 20 minutes. Recovery was uneventful. Dr. 
Bryant reports recently that he has not heard of 
any recurrence of the growth. Pathologic report 
of specimen removed immediately before opera- 
tion: Sarcoma of the polymorphous variety, show- 
ing chiefly large spindle cells with a mixture of 
giant cells. 
SECOND SERIES. 


(Reported in full as treated.) 


No. 41, Oncologic Hospital. Epithelioma of 
Lower Jaw.—R. E., aged 62, laborer, was admit- 
ted February 2, 1905, with a proliferating growth 
springing from right side of body of mandible and 
alveolar process, all teeth behind incisors of af- 
fected side having been displaced in the progress 
of the disease. The growth had been first noticed 
six months before, and was growing rapidly. 

An attempt was made to destroy the growth 
by minor applications, which were too painful. 
On February 9, 1905, he was placed under chloro- 
form and a bipolar application of 100 to 200 ma. 
was made to the growth for ore hour, followed 
immediately by a monopolar application of 100 to 
200 ma. for 20 minutes. The patient was dis- 
charged to the dispensary three weeks later, with 
evidence of some disease remaining, and received 
several minor applications of 15 to 30 ma. until May 
15, when, doubtless due to the pain produced by 
these latter applications, and lack of intelligence 
on his part, he ceased to attend. 

Vague rumors of a relapse were received later. 

No. 47, Oncologic Hospital. Epithelioma of 
Buccal Cavity and Cheek.—C. P. S., aged 73, was 
admitted February 12, 1905, with a rapidly-grow- 
ing cancerous mass involving nearly the entire left 
cheek without and the left side of the mouth with- 
in, the maxilla being evidently involved. The 
growth had appeared about six months before, sim- 
ulating an abscess of an upper tooth, and two teeth 
had been extracted, resulting in rapidly increased 
growth, particularly during the past two weeks. 
There is no glandular enlargement. Microscopic 
examination showed squamous-celled epithelioma. 

On March 6th a major monopolar application 
under chloroform was made, 250 to 350 milliam- 
peres being used for 70 minutes, though the cur- 
rent reached 500 ma. for a few minutes. Eleven 
days later there was some bleeding from the edge cf 
the devitalized area, readily controlled by pledgets 
of cotton dipped in Monsell’s solution. On the 
fourteenth day the slough was lifted from the 
wound, revealing much disease beneath. During 
the following three months forty-six minor appli- 


cations of 15 to 100 ma. were made, ineffectually, 
when he was referred to Dr. Newcomet for +- 
ray treatment. This also failed to control the 
growth, death occurring five months later. 

No. 73, Oncologic Hospital. Epithelioma of 
Buccal Surface of Cheek—W. M. D., aged 61, 
laborer, was admitted March 17, 1905, with a pro- 
liferating growth on the inner surface of the right 
cheek about 2 inches in diameter and projecting 
one inch from surface of mucous membrane. The 
virulence was apparently great as he stated that it 
had been first noticed but 8 or 9 weeks before and 
had grown rapidly. Microscopic examination 
showed squamous cell epithelioma. Urinalysis re- 
vealed evidences of chronic nephritis. 

The patient desiring that something be done, in 
spite of the conditions of the kidneys, he was 
placed under chloroform and 200 to 400-applied 
for one hour. During the following month eleven 
minor applications of 50 to 100 milliamperes were 
made in an effort to arrest the rapid proliferation 
of the growth, but uremia supervened, foliowed 
by death from the kidney affection on April 25 

No. 183, Oncologic Hospital. Osteosarcoma of 
Lower Jaw.—Miss A. G., aged 14, was admitted 
from Tyrone, Pa., July 14, 1905. Parents both 
alive and healthy and family history negative. Six 
months before the growth was noticed the girl fell 
against an iron bar, striking the jaw near the site 
of the present growth. It was first noticed thirteen 
months ago as a tumor of the body of the mandible 
on the left side, and has increased steadily. 

Condition on Admission—The patient is some- 
what slightly built for her age and appears anemic. 
The left side of the face is greatly deformed by a 
protrusion in the region of the body of the man- 
dible, midway between the chin and angle of the 
jaw. Examination within the mouth shows a 
smooth, firm growth enveloping the alveolar pro- 
cesses and about the size of a hen’s egg, one tooth 
having fallen out and several being raised from 
their positions and pointing at various angles from 
the tumor, with roots still apparently embedded in 
bony structure. 

Operation—lJuly 19, 1905. Though the whole 
structure of the jaw in this situation showed evi- 
dence of being probably involved in the growth, 
the desirability of avoiding an external scar and 
of saving. as much healthy tissue as possible caused 
the decision to be formed to destroy the growth 
by the bipolar ionic operation from within the 
mouth, the large current necessary to destroy tis- 
sue of the considerable cubical measurements in- 
volved, in this situation, rendering the bipolar 
method desirable for other reasons. 

With the patient anesthetized with chloroform. 
and the lips and tongue drawn aside by means of 
hard-rubber retractors, a metallic negative elec- 
trode was inserted into the middle of the tumor, 
encountering penetrable bony tissue just beneath 
the surface. Two somewhat large, pointed zinc- 
mercury electrodes connected with the positive pole 
were then inserted at the extreme ends of the 
growth and a current of 500 milliamperes was 
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turned on. As the tissue was whitened and soft- 
ened in the region of each anode, the latter was 
removed and inserted in a new portion of the 
periphery, the current still flowing through its fel- 
low, until the whole of the growth was impreg- 
nated with the ions, the total time required being 
50 minutes. The surroundingg healthy structures 
were protected from the action of the current by 
the insulation of the electrodes above their active 
surfaces and by the retractors, though with some 
difficulty. 

A specimen removed at the beginning of the 
operation was sent to the pathologic laboratory 
and found to be an osteosarcoma. 

After-History—The soft parts of the slough 
showed the usual whitish color and emitted but 
slight odor during the process of separation, which 
was complete for the soft parts in ten days, ex- 
posing an irregular, bony framework of the same 
shape as the tumor and twice as large as the nor- 
mal alveolar process. This structure had been 
also successfully devitalized by the dispersed ions. 

The patient was paroled from the hospital to 
the home of a relative in the city at the end of 
four weeks, with the devitalized bone still in place 
and now requiring weak antiseptic irrigation on 
account of some odor and discharge. A small ex- 


ternal opening through the cheek had also devel- 
oped opposite the lower edge of the mandible 
owing to the nearness of the ionic action to the 


inner side of the skin. 

September 2, 1905. Patient re-admitted for the 
removal of the dead bone and destruction of some 
suspicious granulations about it. The bone slough 
was but slightly attached to the structures beneath, 
and when removed revealed the lower half of the 
body of the mandible free from disease and in 
good condition. A monopolar application of 345 
milliamperes was made to the suspicious granula- 
tions for 25 minutes, under chloroform. A month 
later three minor applications were made to sus- 

picious granulations without anesthesia. 

' The patient has been seen or has reported by let- 
ter at regular intervals since the operation, now 
some four years ago, but no further applications 
were required, the parts presenting a healthy ap- 
pearance, with the loss of four teeth and their alve- 
olar processes as the only evidence of the disease 
within the mouth. The external sinus closed early 
with a depression of the skin at its site. The jaw 
on this side still shows some protrusion, as shown 
in the photograph (Fig. 1), though materially less 
than before the operation. 

No. 237, Oncologic Hospital. Probable Recur- 
rent Myxofibrosarcoma of Nasal Cavity.—Mr. S., 
aged 41, was admitted from Allentown, Pa., July 
22, 1905. Eight months before admission the pa- 
tient consulted -his family physician for repeated 
bleeding from the left nostril. He was treated 
from that time (November, 1904), until March, 
1905, by various methods, a growth within the 
nostril being finally recognized in the latter month 
and removed with the snare. The growth re- 
curred and was removed again in May. In June 
the growth recurred a second time and was re- 


moved a third time with scissors, accompanied by 
alarming hemorrhage. 

Condition on Admission——External examination 
shows a protrusion on the left side of the nose, 
corresponding in situation with a tumor occluding 
the left nasal cavity with a broad attachment to 
the turbinal. The patient was in indifferent health 
and complained of headaches. 

Operation—On July 25, 1905, the patient was 
placed under chloroform and a monopolar appli- 
cation made. An insulated zinc-mercury pointed 
electrode of sufficient length was inserted through 
the nostril into a small incision in the growth made 
by scissors to secure a specimen, and a current that 
finally attained 250 milliamperes was gradually 
turned on and maintained for 20 minutes. The 
hemorrhage caused by securing the specimen inter- 
fered at first with the proper confinement of the 
destructive action to the diseased part, but within 
ten minutes all bleeding ceased, and the remainder 
of the application permitted of such accurate con- 
trol that the comparatively strong current was con- 
fined to the proper structures and the operation was 
completed without injury to the nostrils. The an- 
terior edge of the growth was found to begin one 
inch from the external opening of the nostrii, and 
its attachment was about an inch in depth. In the 
examination of the specimen removed, which was 
small, and probably made up of overlying mucous 
membrane alone, neither Drs. McClary nor Swan 
could find evidences pointing to malignancy with 
certainty. 

After-History.—The usual headache was some- 
what aggravated the next day, but the nostril was 
open, Owing to the retraction of the whitened ne- 
crosis. The slough came away during the second 
week, having been but slightly odorous under weak 
permanganate irrigation, and the patient was pa- 
roled from the hospital under observation. Two 
months later he was re-admitted for a second 
major monopolar application to a portion of the 
growth that had apparently escaped the first appli- 
cation, on its posterior border. A current of 60 
ma. was employed for fifteen minutes. It was 
noted at this time that the septum had been af- 
fected by the first application, resulting in the 
production of a bone slough about a centimeter in 
diameter, which came away spontaneously, Oc- 
tober 15th. 

Dr. G. Oram Ring was now called in consulta- 
tion to watch the further recurrences, and two 
minor applications were made to suspicious spots 
on January 20 and February 10, 1906, at 4 and 3 
ma., respectively. 

At the present time, November, 1909, four years 
after treatment, there is no sign of recurrence and 
the patient is in excellent health. The projection 
outward of the left side of the nose disappeared 
during the first year after treatment. 

(To Be Continued.) 


TONSILLOTOMY vs. TONSILLECTOMY. 
Tonsillotomy may give relief in certain cases, 


but tonsillectomy offers the greatest promise of 


cure—Wwmo. B. CHAMBERLAIN in the J/nterstate 
Medical Journal. 
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A CASE OF COMPOUND POSTERIOR DIS- 
LOCATION OF THE HEAD OF THE 
ULNA, WITH FRACTURE OF THE 
RADIUS. 


Harotp Neunor, M.D., 
NEW YORK. 


In July, 1909, the following case came under 
observation in Dr. W. M. Brickner’s department 
of the Mount Sinai Hospital Dispensary :— 

Mrs. F., a short, heavily-built individual, aged 
42, slipped while walking in the street, and fell 
backwards. She did not extend her hands to save 
herself and fell in a heap on the ulnar side of her 
left hand. The patient experienced excruciating 
pain at the left wrist which was temporarily placed 
between splints by a physician who saw her just 
after the accident. 

When seen by the writer some six hours later, 
the patient still complained of violent pain. The 
hand was held in 80° flexion and in full pronation. 

Active Motion—Further flexion at the wrist 
could be carried out, but extension was very lim- 
ited. An attempt to supinate the hand was unsuc- 
cessful and very painful. Passive motion: almost 
complete extension at the wrist could be obtained. 
The hand could be pronated beyond the full prona- 
tion in which it was held, but the least attempt 
at supination was met with prompt muscular spasm. 

Inspection—There was a small, jagged, unclean 
oozing wound on the posterior aspect of the wrist, 
midway between its ulnar and radial borders. The 
wound was a short distance above the level of the 
radial styloid. Through it, about 1.5 square centi- 
meters of a smooth articular surface of bone pro- 
jected above the level of the skin. The tendon 
of the extensor carpi ulnaris made a prominent 
ridge on the ulnar aspect of the forearm. The 
skin on the ulnar side of the hand and wrist was 
extensively bruised. The normal prominence made 
by the lower end of the ulna was absent and, de- 
spite the swelling in this region, the wrist was evi- 
dently much narrower than the opposite one. On 
the ulnar side of the anterior surface of the wrist 
was a hollow which is, in the normal state, filled 
by the lower end of the ulna. 

After careful cleansing of the open wuund, of 
the surrounding skin, and of the examiner’s hands 
the bony prominences were palpated. ‘ The smooth 
articular surface projecting through the wound was 
found continuous with the shaft of the ulna—it 
was apparently the dorso-radial aspect of the head 
which was visible. Its styloid process could not be 
felt; a roughened oozing area on the posterior 


surface of the projecting head represented the point 
from which the styloid process had probably been 
avulsed. The distance between the ulnar head and 
the radial styloid was two centimeters less than on 
the right side. On the radius there was a point 
of exquisite tenderness four centimeters above its 
styloid process. At this level, false motion and 
crepitus were obtained. By measurement the left 
radius was found to be a trifle shorter than its fel- 
low. The shaft of the ulna presented no evidences 
of fracture. 

The diagnosis is therefore: Dislocation of the 
head of the ulna at the inferior radio-ulnar articu- 
lation,—complete, posterior and compound. The 
head of the ulna overlapped the posterior surface 


Fig. 1. The Injury. Note the Narrowing of the Wrist. 


of the radius. The latter was fractured a short 
distance above the level of Collis’ fracture. 

Reduction of the dislocation was accomplished 
without anesthesia. Direct and forcible pressure 
applied to the head of the ulna was unsuccessful. 
But the. combination of this pressure with forced 
supination of the hand resulted in a sudden snap- 
ping back of the ulna. The head of the bone dis- 
appeared from view and was felt in its normal 
position; pain promptly ceased. The muscular 
spasm was also gone and an almost full degree of 
supination was possible. A drain was passed 
through the wound to the head of the ulna; and 
a prophylactic dose of tetanus antitoxin was in- 
jected. 

After the dislocation was reduced, the hand was 
held in abduction—a position unquestionably due 
to the shortened radius. When the hand was placed 
in adduction, in order to immobilize it in that posi- 
tion, the head of the ulna appeared at the bottom 
of the wound on the back of the wrist. We, there- 
fore, had to be content with fixation of the hand in 
the longitudinal axis of the forearm. 
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The dressing was changed six days after im- 
mobilization had been instituted. The patient had 
had no fever and only slight pain. There was a 
thin purulent discharge from the wound, spreads 
from which showed a few staphylococci. Eleven 
days after the accident the wound was practically 
healed. The fragments of the fractured radius 
were readily separated and the hand was immo- 
bilized in adduction without incurring any displace- 
ment of the ulnar head. The patient then disap- 
peared from observation. It was ascertained two 
months later that, the fixation in adduction being 
uncomfortable, the splint had been removed shortly 
after its application and had been replaced by an- 
other. The latter is said to have held the hand in 
alignment with the forearm. The end result, four 
months after the accident, is a moderately useful 





dislocation of the lower end of the ulna have been 
reported—eight were of the backward variety; and 
an equal number, of the forward. Of all the pos- 
terior dislocations on record, 5 were compound. 
Four of these are in Tillmann’s collection and the 
fifth is that of Moore.* It seems likely that a frac- 
ture of the radius was present in all of Tillmann’s 
cases. Moore’s case died and the post-mortem ex- 
amination revealed a Colles’ fracture. 

The etiology of posterior dislocation of the ulnar 
head was, in most of the reported cases, a violent 
force producing exaggerated pronation of the hand 
—some of the cases occurred in falls from great 
heights. The mechanism by which the dislocation 
takes place was studied in his fatal case by Moore. 
He found that the violence—a fall on the ulnar 
aspect of the hand—had first avulsed the ulnar 











Fig. 2. Sagittal View, After Reduction. Skiagram by Dr. L. Jaches. 


hand and wrist, with a “bayonet” deformity simi- 
lar to that seen in some neglected Colles’ fractures. 
Supination is almost complete, pronation is normal. 
Flexion and extension at the wrist are somewhat 
limited. There is no tendency towards the recur- 
rence of the dislocation. . 
An examination of the literature indicates that 
there are 65 cases on record that are designated 
“dislocation of the head of the ulna” or “disloca- 
tion at the inferior radio-ulnar articulation.” Till- 
mann', in 1874, collected 49 cases. Of these, 16 
were forward; 18, backward; 9, inward*; in 5 the 
direction was not stated. Eight of the backward 
dislocations were complicated by fracture of the 
radius. Many of Tillmann’s cases are so briefly 
and incompletely described that it is impossible to 
estimate what proportion of them are cases of true 
dislocation of the ulna. Since 1874, 16 cases*® of 


1 Archiv. ilkunde, 1874, Vol. XV. : 

2 The “intard: dislocations” were all associated with fractures of 
the lower end of the radius and seem to have been cases of Colles 
fracture with exaggerated deformity. a ea 

°Stimson (Fractures and Dislocations, Third Edition, 1900) has 
collected thirteen of these cases, and I have added three, viz.: Briggs 
(Medical Record, New York, 1891). Neve (The Lancet, London, 
1881), and Moore (Transactions of the Medical Society of New 
York, 1870). 





Fig. 3. Lateral View, After Reduction. Skiagram by Dr. L. Jaches. 


styloid process. The resulting sharp edge on the 
head of the ulna was pressed against the posterior 
annular ligament like a “gouge-chisel.” The force 
continuing, the head of the ulna was driven through 
the posterior annular ligament, the radio-ulnar liga- 
ments were torn across, and the head of the ulna 
pierced the skin. This seems to be the mechanism 
that was at work in our case. 

Posterior dislocation of the ulnar head has been 
experimentally reproduced by Goyrand.’ He found 
that ordinary pronation of the hand (of the cada- 
ver) partially uncovers the head of the ulna—the 
triangular fibro-cartilage being fixed. When the 
hand is fully pronated, the triangular fibro-cartilage 
remains so far forward that the head of the ulna is 
almost entirely uncovered. With forced and vio- 
lent pronation the uncovering becomes complete. 
Goyrand could not regularly reproduce this dislo- 
cation except in children. 

In most of the reported cases the reduction of 
the dislocation was easy—even when it had been 
present for weeks. The method consisted in pres- 


4 Loc. cit. 
5 Bulletin de la Société de Chirurgie, 1861. 
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sure directly applied to the lower end of the bone, 
in some cases supplemented by forced supination. 
A small percentage of the cases was complicated 
by the development of habitual posterior dislocation 
of the bone. The results in the compound disloca- 
tions, occurring as they did in the pre-antiseptic 
era, were not good—osteomyelitis of the ulna, arth- 
ritis of the wrist-joint, cellulitis, were some of the 
complications. 

Finally, there is a group of cases in which pos- 
terior dislocation of the head of the ulna follows a 
mild trauma. These cases show a deforming arth- 
ritis in other joints and have symptoms referable 
to the wrist-joint long before dislocation occurs. 
There is one such case on record® in which the dis- 
location was compound. The projecting head of 
the bone was removed and, it showed advanced 
eburnation and several small exostoses. These dis- 
locations, associated with arthritis deformans, have 
a pronounced tendency to become habitual. 


* Moore, loc. cit. 





QUANTITATIVE URINALYSIS. 
The quantitative estimation of the normal sub- 
stances excreted by the body through the urinary 
channel gives definite information as to the actual 


metabolic activities of the body, which information 
should be of great value in the examination of the 
majority of those individuals consulting the physi- 
cian; while even the most careful examination of a 
complete 24-hour collection for abnormal elements 
only assists in the diagnosis if certain definite dis- 
turbances are present, the frequency of which is 
not to be compared with the abnormal metabolic 
states which are unfortunately so very common.— 
Henry R. Harrower in the Medical Record. 
SUPRAPUBIC vs. PERINEAL PROSTATECTOMY. 

In a patient of large physique, with a deep perin- 
eum, one in which the hypertrophy is enormous or 
is complicated by the presence of calculi, there is 
no comparison of operations. The perineal opera- 
tion in such cases-:is more formidable than the 
suprapubic, the greater mortality of which is thus 
more than offset by the surgical advantage accruing 
to the patient. Again, many lives have been saved 
by operation in two stages—first draining an over- 
distended bladder and relieving the back pressure 
on the kidneys, and later removing the prostate, 
which is made ideally possible by the suprapubic 
operation. There is no one “best” operation for 
all cases, but there is one “best” for each case. 
Unfortunately this is not always self-evident before 
operation—J. BenTLEY Sguter in the N. Y. State 
Journal of Medicine. 


OPERATION FOR FRACTURE OF THE 
SPINE. 


CatvIn F, Barser, M.D., 


Surgeon to Kings County and Bradford Street Hospitals; 
Consulting Surgeon, Long Island State Hospital; 
Surgeon to Coney Island Emergency Hospital 
and Samaritan Hospital, 

BROOKLYN, N. Y. 


Severe trauma to any part of the body may 
cause an injury to the spinal column and cord suf- 
ficient to ultimately cause death, if surgical inter- 
vention is not permitted. When such intervention 
is allowed a few cases have been saved and many 
have been made comfortable, if nothing more. At 
the present time, I find a large number of physi- 
cians loath to allow the surgeon to interfere, al- 
though the greatest amount of promise lies in the 
surgical line of treatment. 

While the mortality is great in fracture of the 
vertebrz, also, I believe, from displacement, still 
there are cases which would have been lost had, 
not operative measures been undertaken. My ex- 
perience teaches that dislocated vertebre are more 
troublesome and decidedly more dangerous than 
simple fracture. Where the displacement is very 
marked, reduction is in a number of cases im- 
possible; fractured laminz can be removed, and 
fractured vertebral bodies can be held in position. 

The cord quickly degenerates when injured, that 
is, if the pressure or. spiculae of bone are not 
promptly removed repair, even to a limited extent, 
cannot be hoped for. It seems to me that the brain 
will recover from far more abuse than will the 
spinal cord. I am quite convinced of this fact 
and, therefore, urge prompt action where the in- 
jury to the spine is in question. 

Thus far in my exerience I have seen but few 
cases where operative work could not be under- 
taken soon after the accident. 

The cases which call for delay are those in which 
the breathing is interfered with when the patient 
is turned in a position to allow the surgeon to 
work, This, fortunately, is uncommon. When it 
does occur, by waiting a few days this dangerous 
symptom may be overcome. It seems a good cus- 
tom to make an effort at extension before resorting 
to the knife, but always bear in mind the fact that 
sudden death has occurred in cases where exten- 
sion has been applied. Therefore, if any unto- 
ward signs appear, cease at once. 

A patient whom I treated by extension showed 
very dangerous symptoms the first time I at- 
tempted to put him in a plaster cast and a jury 
mast. An extra long bed and extension by weights 
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and posture accomplished so perfect a result that 
the man was able to play base-ball the following 
season. I understand he is still actively engaged in 
some business. The case was one of fracture of 
the cervical vertebre with partial paralysis of both 
arms. The accident was caused by diving in shal- 
low water. This was some ten years ago. 

I have four cases of fracture of the spine which 
have recovered. The recovery was so complete in 
three of the cases that the patients can earn their 
living, the other is not quite so fortunate, but he 
is able to enjoy the pleasures of life. Two of 
these cases were operated upon and the other two 
treated by extension. 

The method of fixation is worthy of recognition 
only when one obtains relief by extending the parts 
soon after the accident. That is to say, if there is 
a mild or partial paralysis and this is relieved even 
a little by the first extension, then the method is 
worthy of trial. The mass of cases do not respond 
to this line of treatment. I believe it is only where 
there is a slight dislocation with some pressure upon 
the cord that it has proven of avail. 

If there is an unquestionable fracture of the 
spinous processes, with paralysis it is without doubt 
the wisest course to operate. An extra, or subdural 
hemorrhage, may be complicating the fracture and 
without surgical interference there is absolutely no 
hope of recovery. } 

With the removal of the fractured lamina the 
dura is exposed and such other damage as may have 
been done at the time of injury is investigated. 
The great domain of surgery is still under explora- 
tion and it may yet be possible for us to stitch a 
severed cord and reestablish a nerve current other- 
wise hopelessly destroyed. We cannot yet tell to 
what limit nerve anastomosis may be carried, so I 
feel that to discourage any surgical procedure in 
serious injury to cord or spine is a step backward 
in surgery. 

On June 3rd, 1908, J. F. was diving in a tank 
where the water was shallow. The height of the 
dive was about four feet. He was a young man 
and a good swimmer. He was unable to tell how 
he struck, but symptoms sufficient to diagnose a 
severe spinal injury were in evidence. There was 
complete paralysis of the lower extremities, loss of 
control of sphincters, knee jerk lost, no plantar re- 
flex. Could move arms to some extent but loss of 
grip in hands was marked. He was unable to lift 
his head from the pillow but could turn it from 
side to side. Pain was referred to the region of 
the seventh cervical vertebra. The sixth cervical 
vertebra was easily made out, and it was appar- 
ently uninjured. The general condition seemed 
serious and exploratory operation was advised and 


consented to, a laminectomy being done. The 
sixth cervical vertebra was found to be the seat of 
fracture. ; 

In all these cases where the trouble has come 


from diving I have not found any very great dis- 
turbance in the soft parts. This condition is well 
marked where direct violence has been encountered. 

It is an unproved suspicion that the cord has 
been overstretched in some of these accidents, es- 
pecially when there is no evidence of injury to the 
dura and no subdural hemorrhage and yet there 
are paralysis and anesthesia below the point of in- 
jury. If such is the case it will explain a number 
of instances where after a few days’ sensation and 
motion are restored, even though a laminectomy has 
been done. 

In the case under consideration, a complete la- 
minectomy was performed. Improvement was 
prompt, so far as the evidence of returning sensa- 
tion and motion were concerned, but the usual 
bladder troubles continued for some time. The pa- 
tient left the hospital, however, in early Septem- 
ber and at this time, August, 1909, he is walking 
about and working daily in a shoestore as sales- 
man. 

The unfortunate part of the matter is that many 
of these cases are not able to carry on a systematic 
line of treatment (massage, electricity, etc.) after 
they leave the hospital. So much can be accom- 
plished for this class of cases by well directed treat- 
ment that I urge its adoption wherever the slight- 
est improvement is manifest. 

In one case under my care I have had a sys- 
tematic line of gymnastics gone through with each 
day. Although this man is helpless from a frac- 
tured cervical vertebra his muscular tone is held 
in fair condition by the forced movements. 

My idea in penning this brief and incomplete 
paper is to urge the surgeon to more often press 
the procedure in fractured spines and by the mul- 
tiplication of cases to increase the hopes now so 
faintly held by the great majority of medical men. 
It is the one way out of a terrible condition and 
it is worthy of the effort necessary to attain the end. 

57 SourH Oxrorp Street. 

FRANK’s METHOD OF LIVER RESECTION. 

1. The removal of large portions of liver is not 
to be dreaded. 

2. Temporary hemostasis is not necessary, as 
the blood pressure in the portal circulation is low 
and hepatic vessels can be ligated singly or en masse. 

3. The possibility of successfully ligaturing and 
suturing liver tissue is a demonstrated fact—Lron 
FemNcotp in the Illinois Medical Journal. 





88 AMERICAN 
JOURNAL OF SURGERY. 


EDITORIALS. 


March, 2910, 





American Journal of Surgery 


FUBLISHED BY THE 
SURGERY PUBLISHING CO. 
J. MacDONALD, Jr., M.D., President and Treasurer 


92 William St., N. Y., U. S. A. 


to whom all communications intended for the Editor, original 
articles, books for review, exchanges, business letters 
and subscriptions should be addressed. 


SUBSCRIPTION PRICE, ONE DOLLAR 
FOREIGN, SIX SHILLINGS 


_ Original Articles and Clinical Reports are solicited for publica- 
tion with the understanding that they are contributed exclusively for 
this journal. 

It is of advantage to submit typewritten manuscript; it avords 
errors. 

CHANGE OF ADDRESS. Subscribers changing their addresses 
should immediately notify us of their present and past locations. We 
cannot hold ourselves responsible for non-receipt of the Journal in 
such cases unless we are thus notified. 

ILLUSTRATIONS. Half-tones, line etchings and other illustra- 
tions will be furnished by the publishers when photographs or draw- 
ings are supplied by the author. 





3#@ SPECIAL NOTICE TO SUBSCRIBERS -6q 
The ‘‘American Journal of Surgery’’ is never sent to 
any subscriber except upon a definite written order. 
Present and prospective readers please note this. 





WALTER M. BRICKNER, M.D., Editor 








New York, Marcu, 1910. 








FRESH AIR IN SURGERY. 

Much is being said concerning the value of fresh 
air in medicine. The tuberculous are being given 
the benefit of this therapeutic measure, but in actual 
practice it has scarcely had its benefits extended 
beyond the realm of tuberculosis. A few daring 
and progressive practitioners apply it in pneumonia ; 
most physicians still shut up their pneumonia pa- 
tients and give them medicine as they once did their 
tuberculous patients. The progress in the applica- 
tion of this therapeutic agent is very slow. It is 
much slower than has been the acceptance of many 
pharmaceutical preparations. Creosote in consump- 
tion became the vogue so rapidly that a few years 
ago the practitioner who did not give it was judged 
almost guilty of malpractice. 

Fresh air is unconscionably cheap. It is so cheap 
that it is really vulgar. The more money people 
have the more do they build enclosures around them 
to keep fresh air away from thin sensitive bodies. 
It is left to those too poor to have houses, and to 
the savages of the forest. 

The use of fresh air in tuberculosis is only the 
beginning of its application as a remedial agent. 
Curiously the medical men have not yet begun to 
employ it in typhoid. Some day they will, when 
they begin to grasp the tremendous significance of 
the low death rate among the typhoid cases which 
have had to be treated out of doors because of un- 





controllable circumstances. This was the case with 
the troops in Florida during the Spanish-American 
war. The mortality was so low among 3,000 cases 
that the medical men tried to make themselves be- 
lieve that it was a different form of typhoid. Un- 
fortunately, they succeeded; and the great lesson 
was lost. 

Some day all of the sick will be given the same 
consideration which is now accorded to the tuber- 
culous alone. The next step is to interest well peo- 
ple, before they become sick, in the value of the 
fresh air. Hygiene has made an enormous advance 
in establishing in Boston an outdoor school for 
tuberculous and sickly children and teachers. Fine! 
But still one step behind the ideal. Let the whole 
business be moved along one degree. The sick and 
the tuberculous children should not be at school at 
ali. Let them be sent away into the open, and then 
move the well children and teachers into the fresh 
air school before they become sick. This medicine 
which is so curative is of even greater value as a 
prophylactic. 

What of the application of this to surgery? The 
answer is not difficult to see. We are going along 
in the same groping manner as did the internists. 
One of the greatest advances in surgery of the 
present time is that which has taken place in the 
treatment of tuberculosis of bones and joints in chil- 
dren. The patient is put out in the open air. The 
enormous lowering of mortality was conclusively 
proved by abundant statistics ten years ago. Every 
progressive surgeon applies the treatment. Still in 
a large number of institutions the crime is being 
committed against children of keeping them in the 
wards, giving them hypophosphites, opening their 
abscesses, curetting out their dead bone, and send- 
ing them home crippled or dead. 

For the same reason that the fresh air treatment 
is of value in medical diseases, it is of value in sur- 
gical diseases. The patient with a chronic surgical 
malady, the convalescent after operation, the case 
of acute anemia, the delirium tremens patient, the 
fracture case, the nephritic, the empyema—all are 
benefited by being put out of doors. 

The modern hospital must meet these new de- 
mands. We must cease associating fresh air ther- 
apy alone with tuberculosis. It means better oxi- 
dation, better elimination, and less autointoxication; 
and these in any malady may turn the balance be- 
tween life and death.—J. P. W. 
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PERITONEAL ADHESIONS. 


Peritoneal adhesions, espeeially as they occur 
after operations, are the bugbear of abdomina! sur- 
gery. Their prevention and cure constitute a prob- 
lem that is very far from solution. Certainly 
neither the instillation of oil nor the employment of 
Cargile’s membrane has proven very satisfactory in 
obviating the occurrence or the recurrence of ad- 
hesions. 

Speaking generally, the surgeon has to deal with 
three clinical types of patients with post-operative 
intestinal adhesions. The first of these is a mild 
type. Beginning a few weeks, or socner, after a 
laparotomy, the patient suffers with more or less 
localized abdominal pains, sometimes associated 
with digestive and nervous disturbances. The pains 
may be in the region of the operation or are re- 
ferred to other sites. They usually appear at ir- 
regular intervals, but may be fairly continuous. 
These symptoms last a few months to a year or 
more, after which they either disappear entirely or 
the patient accustoms himself to them. Mean- 
while, they are hardly severe enough to warrant 
fresh surgical attack. This mild type is responsible 
for much distress and incapacity—and for the 
production of many neurasthenics. Hot air baths 
and abdominal massage are probably helpful in en- 
couraging the absorption and stretching of the of- 
fending adhesions. 


The second type is the most distressing and the 
most rebellious. It is characterized by attacks of 
severe pain, associated with obstructive symptoms— 
vomiting and obstipation. Sometimes operations 
in these cases reveal but a few adhesions, the di- 
vision or removal of which is followed by cure. All 
too often, however, the condition is one of multiple 
adhesions, which defy removal by their very num- 
ber or which, being removed, leave extensive raw 
areas, difficult of management. These patients re- 
turn again and again, begging for relief. At each 
exploration the condition is found worse than be- 
fore until, in despair, the surgeon refuses further 
attack and the miserable sufferer is perforce aban- 
doned to such relief as may be secured by internal 
medication and externa! manipulations. 

On the borderline between these two types is a 
group of cases in which the obstructive symptoms 
are absent or insignificant, but the attacks of pain 
are so severe that operative intervention is needed. 

The third type is that of acute obstruction from 
adhesions, often appearing a few weeks or months 
after a laparotomy and without premonitory symp- 
toms. In these cases the surgeon can do very 


much—if he does not try to do too much! The 
indication is to simply relieve the obstruction as 
quickly as possible—by enterostomy or, if it is 
readily found, by division of the obstructing band 
(to which it is desirable to add enterotomy, in or- 
der to remove the toxic contents of the distended 
bowel)—postponing until a quiescent period the 
radical treatment of the adhesions if they continue 
to give symptoms. 

The prophylactic treatment of post-operative 
peritoneal adhesions lies in the recognition of the 
two factors which seems to be chiefly responsible 
for their occurrence—infection and trauma. Most 
practising surgeons are careful enough of their 
asepsis but it sometimes happens, in the flurry of a 
difficult laparotomy in which the bowel lumen or an 
abscess has been entered, that a surgeon allows his 
aseptic guard to break down, and thus microorgan- 
isms are carried among the intestinal coils. 


The peritoneum seems more disposed to resist 
the presence of microorganisms, however, than to 
ignore a mechanical or chemical insult to its epith- 
elium. But it seems not unlikely that the combina- 
tion of infection and trauma is usually to blame 
for the production of post-operative adhesions. 


That laparotomy, aseptically conducted, in 
which there is the least handling and the least ex- 
posure of the peritoneal surfaces, is the least apt 
to be followed by the formation of adhesions. It is 
true that the surgical novitiate may safely conduct 
simple typical abdominal operations. The master 
of technic shows his skill in those difficult and com- 
plicated cases in which his less experienced col- 
league would indulge in flustered exploration and 
unnecessary mauling. 

All manipulations should be as little and as gen- 
tle as possible, and exposure of the bowels to the 
air and to contact with rough surfaces should be 
reduced to a minimum. To remove the intestines 
from the operative field the gloved hand, the smooth 
retractor and the Trendelenburg posture are to be 
preferred to gauze packings. For use in walling 
off infected areas packings do the least damage 
if moist, inserted gently only to the depth and in. 
the number required, and removed, again gently, 
when their presence is no longer needed. The 
damage to the serosa that may be inflicted by con- 
tact with gauze has, indeed, made some few sur- 
geons bold enough to attack intraabdominal ab- 
scesses without protective packings—braving the 
immediate risk of peritonitis in an effort to avoid 
the remoter one of obstruction by adhesions !— 
W. M. B. 
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Surgical Suggestions. 





The Roosevelt clamp simplifies gastroenterostomy 
and enteroanastomosis. 


There are exceedingly few authentic cases on 
record of “idiopathic” gastric hemorrhage. 


The calcaneus spur is a real condition—especially 
in people past middle life. It may be associated 
with flat-foot, but is not flat-foot. A properly fit- 
ting ring cushion will often relieve the condition. 


At least one good surgeon (Treves) never per- 
mits an intra-abdominal pedicle ligature to include 
undivided peritoneum. He always exposes the ves- 
sel itself, except in omental pedicles. 


In suturing a laparotomy wound in the right hypo- 
chondrium, remember that the vessel running near 
the round ligament may be punctured in the peri- 
toneal suture. Its injury usually gives rise to very 
troublesome hemorrhage. 





Book Reviews. 





The Principles of Hygiene. A Practical Manual for Stu- 
dents, Physicians and Health Officers. By D. 
Bercey, A.M., M.D., Assistant Professor of Bacteri- 
ology, University of Pennsylvania. Third Edition. 
Octavo 555 pages; 60 illustrations. Philadelphia and 
London: W. B. Saunpers Company, 1909. 

With the rapid progress in sanitary science and hygiene 
it is difficult for any book upon the subject to be right up 
to date. The author has succeeded in making his “practi- 
cal manual” truly practical, and valuable to students of 
medicine either in or out of college. The reference to the 
relations of the spirochete to syphilis, of fleas to plague, 
the discussion of immunity and the specific sera, including 
the latest antimeningococcus serum of Flexner, give evi- 
dence of the benefits of the latest edition. 

In chapter I air receives a splendid discussion, though 
reference to investigations of air in subways might have 
received a few words. Ventilation and Heating are briefly 
treated, but sufficiently to supply the reader with the under- 
lying principles. Water and Water Supply and the Re- 
moval and Disposal of Sewage are dealt with in a thor- 
ough, clear manner. The illustration of a modern bath- 
room is suggestive, but scarcely as valuable as the figures 
showing the arrangement of a septic tank and a series of 
filter beds. 

Food and Dieting comes in for a most sane discussion. 
One misses, however, a single reference to Chittenden’s 
recent experiments on the place of protein in the dietary, 
not to mention the theories of Horace Fletcher. Milk 
receives a fair hygienic handling, but the subject of pas- 
teurization is entirely omitted. The reference to the dis- 
eases due to indigestion of foods could well be enlarged 
without making the chapter too long. The discussion of 
alcoholic beverages is too brief to be satisfactory. 

There is very little change to be noted in the chapters 
on exercise, clothing and personal hygiene. Personal 
hygiene is certainly of sufficient importance to occupy 
more than a scant four pages. 


Industrial Hygiene is at present advancing by such leaps 
and bounds that the chapter on the subject could hardly be 
expected to be up-to-date. The statistics quoted are not 
always the most recent, nor is credit given to the source 
or basis of many of the tables. Especially valuable is the 
summary of Malden’s work on the effect of anilin dyes 
and Roth’s splendid investigations on the Influence of the 
Length of the Working Day on the Health of the Lab- 
orers. 

School Hygiene, important as it is, occupies but 18 
pages. What is detailed is excellent, however, particularly 
the five pages on medical inspection of schools. Oh, when 
will a text-book of hygiene in treating of a pure water 
supply for schools say a kind word to hasten the time 
when common drinking cups will be barred! Military and 
Naval Hygiene are succinctly treated. The Soil and Habi- 
tations are chapters well worth reading. 

The Vital Causes of Disease forms one of the most in- 
teresting and valuable chapters of the manual. Particu- 
lar credit should be given the portions dealing with the 
relation of insects to the spread of disease and with ani- 
mal parasites. The typhoid carrier will undoubtedly re- 
ceive a few words in the next revision. } 

The subject of Disinfection is thoroughly covered, de- 
spite brevity. The main strength of the chapter on Quar- 
antine lies in the statements of the quarantine laws of the 
United States and in the extracts from the Regulations of 
the Pennsylvania State Board of Health. 

The closing chapter on Vital Statistics is very superfi- 
cial, but that is characteristic of most of the vital statis- 
tics dependent upon American figures. 

Dr. Bergey has written a practical manual that deals 
with underlying hygienic principles and so does not deal 
comprehensively with the subject. As a text-book, it is, 
therefore, most valuable, as a ready reference very service- 
able, as an index of the principles of hygiene it merits 
the attention and study of all health officers, which includes 
the entire medical profession. 


Ophthalmic Surgery. A Treatise on Surgical Operations 
Pertaining to the Eye and its Appendages, with Chap- 
ters on Para-operative Technic and Management of 
Instruments. By Cuartes H. Bearp, M.D., Surgeon 
to the Illinois Charitable Eye and Ear Infirmary; Oc- 
ulist to the Passavant Memorial Hospital, Chicago; ex- 
President of the Chicago Ophthalmological Society; 
Member of the American Ophthalmological Society, 
etc. Octavo; 674 pages; 295 illustrations and 9 plates. 
Philadelphia: P. Braxtston’s Son & Co., 1910. Cloth, 
$5.00 net. 

Within recent years, the study of ophthalmic surgery has 
been enhanced by the introduction of new and improved 
methods in operative technic. Beard’s contribution to this 
subject is therefore timely and valuable, it being the first 
publication of its kind in this country, and well adapted to 
specialists in ophthalmology. 

The volume includes not only an historical review of 
the literature of ophthalmology, but also a description ot 
the principal as well as subsidiary operations, which are 
treated in a thorough yet concise and accurate fashion. 
The indications and contra-indications, and the accidents 
likely to occur during an ophthalmic operation are also 
considered. : 

Beginning with a chapter on para-operative technic, 
Beard describes clearly the principles of surgical asepsis 
as applicable to the practice of ophthalmology. : 

In the second chapter the author mentions all the prin- 
cipal instruments in use, states the extreme importance 
of their selection and care, and emphasizes the need of 
delicate handling of them in the various operations. 

The chapter on the Lacrimal Apparatus is complete. The 
sections on various muscle operations give a precise idea 
of our knowledge on this subject. The various plastic 


operations, beginning with their first introduction to their | 


present perfection, are reviewed with the author’s prefer- 
ences for obtaining curative and cosmetic results. 

Under the surgical treatment of Trachoma, the combined 
excision operation of Heisrath and the Kuhnt’s remova 
of the tarsus are carefully considered. 
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All the operations upon the globe are minutely and ac- 
curately described; also the different iris operations with 
their indicatu:: 

The chapter devoted to Cataract Extraction is masterly, 
covering history, theory and practice. The indications 
and contraindications of cataract extraction are strongly 
impressed upon the reader, as well as the possible accidents 
and complications,. with their treatment. -The Krénlein 
and the exenteration operations are clearly and concisely 
dealt with. 

The final chapter is devoted to Foreign Bodies in the 
Eye, including a minute exposition of the Sweet method 
of localization and a definite outline of the magnet opera- 
tions and their technics. 

In general, the illustrations are excellent, but some of 
the drawings of sutures in the muscle and plastic opera- 
tions are confusing. 

Undoubtedly Beard’s work on Ophthalmic Surgery will 
focus the attention of ophthalmologists in this country for 
many years, and the author deserves unstinted praise. In- 
teresting in its style, comprehensive in its scope, and mas- 
terly in its technical presentation, we highly recommend 
this work as a long-felt want and valuable aid to the 
specialist. 


A Text-Book on the Practice of Gynecology for Prac- 
titioners and Students. By Wruam_ EAsTERLY 
Asuton, M.D., LL.D., Professor of Gynecology at the 
Medico-Chirurgical College and Gynecologist to the 
Medico-Chirurgical Hospital, Philadelphia, etc. With 
1,058 new line drawings illustrating the text by 
JouHn V. Atteneper. Fourth Edition, Revised and 
Enlarged. Large octavo, 1,099 pages. Philadelphia 
and London: W. B. Saunpers Company, 1909. 

As in the previous editions the aim of the average prac- 
titioner and student has been kept consistently in mind. 
The subject is very fully covered, well classified and clearly 
explained. No space has been wasted. The reader is in- 
structed how to preserve specimens for examination; but 
not burdened with a cursory and incomplete résumé of 
laboratory technic. Diet is discussed, setting up exercises 
described, the technic of douching, etc., gone into. In 
other words, nothing has been taken for granted, and yet 
the book is far from being too elementary. The numerous 
illustrations, which are semischematic, are simple and yet 
highly effective and instructive. 

Some few criticisms are not out of place, however. 
The Tucker treatment for erysipelas may be all that is 
claimed for it, yet it would be wise to at least mention 
some of the other well accepted methods. No modern text- 
book ought now to appear in print which does not even 
mention freeing and reattachment higher up of the bladder 
in the operation for cystocele (Schanta’s operation might 
well deserve description). Pelvic cellulitis has been most 
insufficiently dealt with, receiving but two pages of space. 
The student ought to know at least something about the 
Nitze type of cystoscope. - 

With these few exceptions, the book should continue 
admirably to fill the demand for a practical and sufficient 
guide, neither too elementary nor too advanced. 


Nouveau Traite de Chirurgie. Public sous la Direction 
de A. Le Dentu et Pierre Desert. Vol. XXIV. 
Affections Chirurgicales de l’Abdomen, Peritoine, 
Estomac, Intestin. Par A. Guinarp, Chirurgien de 
!Hotel-Dien. Large Octavo; 582 pages; 115 illustra- 
tions. Paris: J. B. BAmirere et Firs, 1910. 

_This extensive volume deals very fully with the intes- 
tine and complications arising from the gastro-intestinal 
canal. Of greatest importance are the sections treating 
the stomach and the appendix. The author shows great 
experience, and has given an account complete and ade- 
quate in every way. 

Special points, which will probably not meet with general 
acceptance, deserve mention. Guinard believes shock rare; 
cases usually so described are more often due to hyper- 
acute infection. As regards abdominal injuries he follows 
the modern view—to operate when in doubt. Evidently 
French surgeons still employ free tube drainage and mul- 


tiple incisions in peritonitis. The author advises not to 
search for the appendix in abscess cases. In gastre-enter- 
ostomy he uses a leop 20-25 cm. in length. He wisely 
refrains from giving purgatives in peritonitis. Judging 
from the great detail given in the description of subcutane- 
ous and intravenous infusion, these measures are not as 
common property abroad as here (?). 

This volume is recommended to all who desire to obtain 
a good exposition of the present views entertained in 
France in intestinal surgery. 


Text-Book of Medical and Pharmaceutical Chemistry. 
By Extras H. Barttey, B.S., M.D., Ph.G., Professor of 
Chemistry, Toxicology and Pediatrics, Long Island 
College Hospital; late Consulting Chemist to the De- 
partment of Health of Brooklyn, etc., etc. Seventh 
Edition. Small octavo; 734 pages; go illustrations. 
Philadelphia: P. BLaxiston’s Son & Co., 1909. Cloth, 
$3.00 net. 

This book is admirably adapted to the needs of the stu- 
dent—for whom it is especially written. In the sixth edi- 
tion (1905) the work was largely re-written and much new 
matter was added. In this, the seventh edition, the most 
notable changes will be found in Part IV. (Organic Chem- 
istry) and Part V. (Physiological Chemistry). Thus the 
section on proteins has been quite rewritten. The clinical 
applications of the data of physiological chemistry are dis- 
cussed at considerable length—a valuable feature. 

We commend this as a well balanced, clearly written 
work, useful alike for a student’s course and as a reference 
for condensed and practical information. 


Treasures of Truth. By (Dr.) Georce F. Butter. Ra- 
venswood, Chicago: S. DEWitr CLouGH, 1909. Price, 
75 cents; leather bound, $1.00. 

This is an artistically printed collection of paragraphs 
of practical philosophy—‘“treasures of truth” that have 
come to Dr. Butler “with the years and have soothed, 
strengthened, and inspired him in the arduous work of 
his profession.” We commend these chapters on “How 
to Live,” “Some Thoughts on Work,” “The Successful 
Life,” “Worry and Trouble and How to Overcome 
Them,” etc., to “soothe, strengthen and inspire” their 
readers. 





Books Received. 





Some Scientific Conclusions Concerning the Alcoholic 
Problem and Its Practical Relations to Life. Papers 
read at the semi-annual meeting of the American So- 
ciety for the Study of Alcohol and Other Drug Nar- 
cotics, at Washington, D. C., March, 1909. (Dr. T. 
D. Crothers, Secretary.) Senatorial Document No. 
48, presented by Mr. Gallinger. 179 pages. Wash- 
ington: GovERNMENT PRINTING OFFICE, 19009. 


Subcutaneous Hydrocarbon Protheses. By F. Strance 
Kotz, M.D., New York. Second Edition. Duodeci- 
mo; 152 pages; illustrated. New York: Tue Grarron 
Press. Cloth, $2.50. 


Surgery: Its Principles and Practice. In five volumes. 
By 66 eminent surgeons. Edited by W. W. Keen, 
M.D., LL.D., Hon. F.R.C.S., Eng. and Edin.; Emeritus 
Professor of the Principles of Surgery and of Clin- 
ical Surgery, Jefferson Medical College, Philadelphia. 
Volume V. Octavo; 1,274 pages; 550 illustrations, 45 
in colors. Philadelphia and London: W. Saun- 
DERS CoMPANY, 1909. Per volume: Cloth, $7.00 net; 
half morocco, $8.00 net. 


Handbook of Obstetrics. By R. Capwariaper, A.M., 
M.D., Assistant in Obstetrics, University of California, 
Medical Department. Duodecimo; 370 pages; 104 il- 
lustrations. Philadelphia: F. A. Davis Co., 1908. 
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Radical Operation in Mammary Cancer. J. N. Jacx- 
son, Kansas City. Journal American Medical Associa- 
tion, January 15, IgIo. 

Jackson refers to his former paper where he describes 
his technic for breast amputation. He has put this method 
to the fullest possible tests in the three years since his first 
publication and has supplemented his own experience with 
numerous testimonies from other surgeons. He repub- 
lishes therefore his former description, embodying also 
some slight modifications which he thinks adds to its value 
and also illustrates it rather fully.. The operation will be 
much better understood by reference to the illustrations. 
He believes that his method has the following advantages: 
1. The drawing of the skin from the floor of the axilla up 
to the arm does away with the axillary fossa and thus also 
with the large space which Nature would have to obliterate 
with the formation of scar tissues, with the resulting pres- 
sure on the axillary vessels and nerves and he thinks this 
method of obliterating axillary space is possibly the most 
important point in his whole technic. It does away with 
any possible contraction of the skin, fixing the arm to the 
chest and the early and complete restoration of the func- 
tion of the arm is striking. The flap forms a covering for 
the chest defect also, as a rule without any tension, and 
thus does away with the necessity of grafting so common 
with the other methods. The objections which have been 
made by some that his technic excludes thoroughness of 
excision he considers groundless. He says: “In my method 
the entire breast skin is removed. Can anything more be 
required?” He denies any intention on his part of sacri- 
ficing thoroughness and accounts for the skin recurrence 
credited to it by Rodman by saying that he is deeply im- 
pressed with the view that many cases of local recurrence 
are really cases of cancer implantation from cancer cells 
escaping during operation and becoming implanted on the 
healthy tissues of the susceptible individual. Skin recur- 
rences will occasionally occur after any cancer operation. 
The ligation of all vessels at their nearest point of origin 
practically makes the operation almost a bloodless one, 
doing away with the use of a large number of hemostatic 
forceps with the consequent inconvenience and loss of 
time. He has never exceeded an hour in the operation 
himself and has performed it in forty minutes. The entire 
technical portion of the operation is completed before the 
chest is exposed by removal of the breast, thus avoiding 
long exposure of an enormous area of raw chest surface 
and the attendant shock. As soon in fact as the breast is 
removed the wound is ready to be closed. 


The Treatment of Epitheliomata of the Lips and 
Mouth. G. E. Pranter, Philadelphia. American 
Journal of Dermatology and Genito-Urinary Diseases, 
February, Ig1o. 

In his experience, the writer finds that cancers of the 
mouth and lip are especially destructive to life, composing 
11% of all deaths from cancer. Pfahler states that x-ray 
treatment is of very slight value in the treatment of all 
cases of oral carcinomata with the exception of those situ- 
ated on the external portions of the lips. Even when the 
tumor is in the latter situation the writer prefers to apply 
the rays only after the tumor is removed. With the com- 
bination of surgical removal of the tumor and post-oper- 
ative x-ray treatment satisfactory results may be obtained. 
Pfahler describes one such case and details his method of 
Roentgen treatment. 


Causes of Failure in Treatment of Cancer of the Lip. 
E. H. Basrer, St. Louis. Journal American Medical 
Association, January 8, 1910. 

Delay in operating for cancer of the lip is deprecated by 
Babler, who especially condemns any trifling with palli- 
ative measures in these cases. He says that the secret of 
success lies in early and complete removal of the growth 
on the lip and the glands in the submental and submaxillary 
fosse. The technic which he says seems best is given as 


follows: “For two or three days before operation the 
patient is given a mouth-wash and the teeth cleansed three 
times daily. Under ether anesthesia, a collar incision is 
made and the glands in the submental and submaxillary 
regions, together with the adipose tissue, are excised. 
Drainage is provided for through two small supplemental 
incisions. The wound is then sutured and protected with 
gauze pads, which latter are held in place by an assistant 
while the growth on the lip is being removed and the parts 
sutured. In my own cases the entire wound surfaces are 
swabbed with Harrington’s solution and then with salt 
solution before being sutured. The drains are removed 
on the second day. The. patient is permitted to leave his 
bed on the fourth day.” The conclusions which Babler 
feels justified in offering from his study of the subject are 
given as follows: “1. The causes of failure in the treat- 
ment of cancer of the lip are (1) late recognition of the 
disease, (2) the patient’s refusal of early operation, and 
(3) incomplete operative technic. 2. The common practice 
of treating cases of persistent “fissure” or “crack” of the 
lip in a patient 30 years of age or over, with pastes, caus- 
tics or powders, is to be deplored. The fissure or crack 
should be excised and immediately subjected to microscopic 
examination. 3. The secret of success lies in early recog- 
nition and prompt excision of the growth, together with 
contents of submental and the submaxillary fosse. The 
character and completeness of the primary operation deter- 
mine the success or failure of the treatment. 4. Moles 
and warts, especially when so situated that they are sub- 
jected to more or less constant irritation, should be excised, 
lest they become malignant.” 


The Pathological Relationships of Gastric Ulcer and 
Gastric Carcinoma. Witson, and W. C. Mac- 
Carty, Rochester, Minn. American Journal of Medical 
Sciences, December, 1909. 

Of 153 specimens of undoubted gastric carcinoma, 109 
(71%) “presented sufficient gross and microscopic evidences 
of previous ulcer.” Eleven cases were doubtful, while in 
33 (22%) there was no pathological evidence of preceding 
ulcer. These figures are significant and show that the ulti- 
mate consequences of healed gastric ulcers should be re- 
garded more seriously than heretofore. Most of the car- 
cinomata arising from previous ulcer begin in the lesser 
curvature near the pylorus, the site of predilection of gas- 
tric ulcers, and only involve the pylorus secondarily. Fur- 
thermore, nearly every case gives a previous history of 
gastric ulcer. 


Two Cases of Multiple Cholangiectatic Liver Abscesses 
Healed by Operation (Zwei Falle von operativer 
Heilung multipler cholongitischer Leberabscesse). A. 
HocHHEIMER, Berlin. Berliner Klinische Wochen- 
schrift, November 22, 1909. 

The author reports two patients in whom at the time of 
operation the liver was found to be the seat of multiple 
liver abscesses due to infection from obstruction of the 
common duct by stone. Both patients improved promptly 
after removal of the obstructing stone and drainage of the 
liver, and ultimately recovered. No attempt was made to 
open any of the abscesses. The author recommends that 
this method of treatment be adopted in similar instances. 


The Technique of Amputations, with Especial Refer- 
ence to Osteoplastic Methods. A. V. Moscucow!7Z, 
New York. Medical Record, December 18, 19009. 

The author holds that the ordinary methods of amputa- 
tion do not lead to the formation of ‘good stumps, and he 
makes a strong plea for the adoption of osteoplastic meth- 
ods in order that such stumps may be obtained. By a good 
stump, the author means one which is, first, painless; sec- 
ond, capable of physiological function. The author has 
found that stumps constructed by the conventional methods 
do not maintain these two requisites. The reasons, there- 
fore, he seeks in a time-honored misconception of the 
proper disposal of the structures which enter into the con- 
struction of good stumps. He discusses in order, there- 
fore, the skin, muscles and fascia, bloodvessels, nerves, and 
bone and periosteum. The author does not believe that the 
position of the cicatrix bears any relation to the tender- 
ness of the stump and in his own operations disregards this 
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point entirely; nor does he believe that wherever possible 
skin that is normally the seat of pressure should cover the 
end of the stump. Such skin, in his experience, does not 
tend to lessen the tenderness of a stump in the least. The 
teaching of most surgeons that the end of the bone should 
be covered by a padding of muscle he also regards as falla- 
cious, inasmuch as in time these muscles atrophy and the 
end of bone is as bare as though no attempt had been made 
to cover it at all. The principal factors that enter into the 
question of the painlessness of stumps are the bone and 
periosteum. The author describes the various methods of 
disposal of these structures, and has come to the conclusion 
that all methods lead to more or less painful stumps. The 
only method, in his experience, which affords a practically 
perfect stump is the osteoplastic, devised by Bier. In this 
method the end of the bone is covered by a flap of bone 
covered by periosteum; the blood supply of the flap is main- 
tained by its attached periosteum. With this method, the 
end of bone is covered by a surface physiologically adapted 
for pressure. The author has found that patients possess- 
ing stumps of this character obtain more comfort and 
better use from artificial limbs. 


Principles Underlying the Surgery of the Spleen; With 
Report of 10 Splenectomies. W. J. Mayo, Rochester. 
Journal of the American Medical Association, January 
I, IQIO. 

From our inability to recognize diseased conditions in 
their early stages, the surgery of the spleen has necessarily 
been of a destructive character. Recent investigations lea.1 
to the surmise that many of the anemias and associated 
blood states may ultimately be best treated by operative 
procedure on the spleen and other blood-forming organs. 
He describes the anatomy and known functions of the 
spleen, before birth and during life, and says that its pro- 
tected situation makes it exceedingly difficult to ascertain 
moderate enlargements. He questions our ability to mark 
out accurately any moderate enlargements by percussion, 
but he believes that surgeons can do a great deal to increase 
our understanding of conditions by routine examinations 
of the organ during abdominal operations when an altered 
blood state exists. He puts the classification of splenic en- 
largements into three classes: First, leukemias in which the 
spleen produces white corpuscles of the ancestral type, a 
probable reversion to the fetal form of blood. Second, 
splenic anemia with a diminution and change of character of 
the red blood corpuscles which are pathologically destroyed 
to some extent. Third; splenomegaly, an enlargement with- 
out blood changes and only mechanically affecting the gen- 
eral health. In addition to these classes there are two con- 
servative types of enlargement of the spleen. One, the com- 
pensatory solenic hypertrophy and second, the enlargements 
after infectious diseases. 

Unless the spleen is more or less movable its surgical 
approach is difficult. The Mayos have usually used an 
incision through the left semilunar line carrying, if neces- 
sary, the upper end along the costal margin to the ensiform 
cartilage. He has not found Myer’s procedure of cutting 
the costal cartilages necessary as yet, but in some cases a 
left transversal incision joining the longitudinal is con- 
venient. In advanced disease, adhesions, especially to the 
diaphragm, are occasionally difficffult to separate until after 
the splenic pedicle has been secured. To grasp this vascu- 
lar pedicle temporarily in rubber covered elastic clamps is 
the most important step in the operation if the vessels are 
fairly sound. This must be very carefully done on account 
of the delicacy of the splenic vein. To grasp the pedicle 
securely the organ should be turned over, at least enough 
to grasp the vessels in the hand. With the fingers and 
blunt dissection, a passage way is made around the pedicle 
and a clamp applied and tightened enough to control the 
circulation until the spleen can be entirely separated and 
delivered outside the wound. If extirpation is the obiect 
of the operation the pedicle can be secured at any time after 
the application of the elastic clamp which is applied as close 
to the root as possible so as to leave distal to it, ample 
space for ligation. If partial resection is to be done, tem- 
Porary compression of the pedicle seems harmless if there 
are no gross vessel-wall changes and after the use of the 
clamp the desired amount can be resected and the hemor- 
thage controlled by buttonhole catgut suturing with a 


round needle, as in liver resection. “It has been shown 
experimentally that reduction of the artificial supply by 
ligation results in atrophy of the spleen, and so long as the 
veins are left intact, necrosis does not occur. If the splenic 
artery divides in the hilum, ligation of branches would 
appear to be an active competitor of partial splenectomy. 

We have not found the marked alterations in the walls of 

the blood vessels which have been shown to be often pres- 

ent at post-mortem and which probably represent a termi- 
nal condition.” Mayo analyzes his experience with three 
conservative operations and ten splenectomies. 

Some Therapeutic Possibilities of Therapeutic Biliary 
Fistulas. L. L. McArruur, Chicago. Journal of the 
American Medical Association, January 1, 1910. 

McArthur, having noticed the loss of water in irrigating 
biliary fistulas, conceived the idea of studying the effects of 
various fluids introduced through this route into the duo- 
denum. First, as a means of delugirig the system with 
water, he found that a temporary fistula may often be util- 
ized with surprisingly good effects. He has repeatedly 
injected in such cases, by continuous irrigation of a warm 
salt solution up to 3,000 c.c. of fluid as a means of flushing 
out the kidneys, clearing up a jaundice or filling up the 
bloodvessels, and in one case even, added dextrose as sup- 
plying the food calories most readily assimilable. He is 
not recommending a cholecystostomy as a_ therapeutic 
measure for other ailments than those for which it was 
originally designed, but simply the utilization of already 
existing fistulas for indications similar to those mentioned. 
Ligation of the Thyroid Vessels in Certain Cases of 

Hyperthyroidism. Cuartrs H. Mayo, Rochester, 
Minn. Annals of Surgery, December, 1900. 

Reports from the clinics of Kocher, Halsted and the 
Mayos show improvement in cases of goiter treated sur- 
gically, and they are uniform in the stated changes occur- 
ring in the thyroid, especially as to the apparent cell activ- 
ity which seems to be essential to excessive secretion. 
There has been a great reduction in the mortality of oper- 
ations for hyperthyroidism. In cases hardly severe enough 
for thyroidectomy ligation of the vessels will often effect 
a cure in a few weeks. Ligation is also indicated in acute, 
severe exophthalmic goiter and in the chronic, very sick 
cases with secondary affections of the heart, liver, spleen, 
kidneys. The operation is of particular value in cases with 
marked pulsation and thrill in the superior thyroid arter- 
ies. Ligation is also a valuable step to reduce excessive 
secretion before thyroidectomy. 

Five hundred and eighty patients suffering from hyper- 
thyroidism or exophthalmic goiter have been operated on 
at St. Mary’s hospital. Of these, 225 were ligations of the 
superior thyroid arteries and veins. A number of these 
ligations have been too recent to base observations on 
except as to the immediate risk of operation, which is about 
2 per cent. in deaths occurring within a few days. Ten of 
these patients were operated on too late, dying in from 
eight to ten months later of their disease. In these deaths 
is included a case of pernicious anemia. The Mayos now 
have full records of 138 cases which were ligated suffici- 
ently long ago to make the report of value. 

There were 12 cases of ligation of the remaining superior 
thyroid artery and vein following thyroidectomy of the 
larger lobe and isthmus, the primary operation being fol- 
lowed by relapse after one or several years with growth 
of the remaining lobe. Twenty-eight cases of thyroidec- 
tomy followed the ligation of both superior thyroid vessels. 
Although all of them were very severe cases at the time of 
ligation, there was no mortality from the second operation. 

In cases of ligation without thyroidectomy the results 
were as follows: Slight improvement, 9; great improve- 
ment, 44; very marked improvement, 11; absolutely well, 
4; cases of questionable exophthalmic goiter, no improve- 
ment, 9. 

For anesthesia Mayo prefers ether on the open mask but, 
in advanced cases, uses 1/10% cocaine solution. Morphine 
and atropine are given previously and in restless, nervous 
patients, scopolamine-morphine 1/200-1/150 grain. A 2%- 
inch transverse incision is made across the central part of 
the thyroid cartilage, including the platysma. The sterno- 
mastoid is retracted. Beneath the amohyoid is the upper 
pole of the gland and the superior thyroid vessels. A linen 
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ligature is passed with an aneurism needle. The veins are 
included to secure venous obstruction. There is, in this 
region, no danger of including a nerve. Wound closed by 
subcuticular suture without drainage. It is important to 
make the ligation at the pole of the gland. The after-care 
depends on the severity of the symptoms. 


Prophylaxis Against Embolism After Gynecological 
Operations (Die Prophylaxe der Embolic nach 
gynakologischen Operationen). J. Vert, Halle. Zen- 
tralblatt fiir Gynékologie, January 1, 1910. 

Fatal post-operative pulmonary emboli have been. as- 
cribed chiefly to two causes—the one mechanical, due to 
slowing of the circulation, the other infective, due to micro- 
organisms which produce clotting. Veit believes that bac- 
teria, perhaps aided in some instances by a predisposition 
of the vessel wall, are always causative. Usually the acci- 
dent has been found most frequent after hemorrhoid ap- 
pendicitis or myoma operations. In 4,000 cases Veit found 
25 cases of which only 3 followed operation for fibroid. 
In ail cases of embolism he noted a rise of temperature 
some time before the symptoms developed. 

Of the 25 cases, 8 occurred subsequent to radical opera- 
tion for cancer of the uterus, and in each of these some 
trouble in controlling the venous bleeding was noted after 
the vagina had been opened. In other words, a direct 
portal of entry for microrganisms into the venous circu- 
lation existed. Therefore, Veit insists upon stopping all 
venous bleeding before opening an infected organ (vagina, 
uterus, appendix, etc.). The best method is to tie the veins 
in continuity together with the arteries, and regularly to 
complete the hemostasis before attacking infected regions. 
The improvement of technic in this regard probably ac- 
counts for a lessened number of thromboses after myoma 
operations—for which in former days cardiac and vascular 
changes were blamed. 


Ether Narcosis Contraindicated for Rontgen Exposure 
(Kontraindikation der Aethernarkose bei Réntgen- 
aufnahme). K. Kruxenserc, Elberfeld. Muenchener 
Medizinische Wochenschrift, January 25, 1910. 

The author reduced a congenital dislocation of the hip 
in a child of two. To verify the replacement he took a 
skiagram, keeping the child under light ether anesthesia. 
The Roth-Drager oxygen-ether inhaler was used. Sud- 
denly a loud explosion occurred, which wrecked the ether 
part of the apparatus. The patient was only slightly burned 
because the ether had been shut off a few moments before 
the accident. Evidently the sparks from the x-ray ma- 
chine ignited the ether vapor. He warns against using 
ether in the x-ray room. 


A New Method of Performing Operations on the Skull. 
Wm. H. Hupson, Atlanta. Surgery, Gynecology and 
Obstetrics, February, 1910. 

{For centuries no essential advance has been made in 
the means for removing bone for operative attack on the 
skull contents. The electric motor has added nothing of 
safety to the hand-driven tools. The cranial bones vary- 
ing much in thickness at different ages, in different indi- 
viduals and even at different spots within small areas ot 
the same skull, no trephine operating only to a fixed depth 
can be used. The great desideratum has been a tool or 
apparatus which would automatically stop boring the in- 
stant the entire thickness of the bone had been ‘penetrated, 
leaving the dura exposed but uninjured.] 

Hudson describes his tools and the manner in which he 
uses them. He prefers hand to motor-power, and his 
burrs are driven by a hand brace. The primary opening 
is made with a sharp-pointed burr (“spiral perforator”), 
the blades of which are so arranged that as soon as there 
ceases to be resistance to the advance of the center, these 
blades instantly wedge in the bone and rotation automatic- 
ally ceases. There is thus accomplished a pin-head size 
projection on the inside of the skull, not entering the dura. 
The trephine hole is then easily completed with a spiral 
burr, which Hudson calls a “follower,” having a dui!l 
center. As many openings as are desired are thus made, 
quickly and safely—as well in infants’ as in adult skulls— 
and are connected by means of a biting forceps. Hudson 
has also devised a special forceps, having the action of a 


reversed shear. The base of the bone flap he cuts on a 
broad bevel with a Gigli wire saw, two openings being 
made at such a distance apart that a Gigli saw carrier 
of fixed curve can be passed from one to the other, under 
the bone, without impinging on the brain more than the 
thickness of the carrier. 

[Hudson’s tools constitute, we believe, one of the most 
important contributions to the technics of cranial surgery; 
and it seems safe to predict that they will be employed to 
the exclusion of other instruments. ] ; 


Acute Primary Typhilitis (Ueber Acute Primare Typhi- 
litis). Ropxe, Jena. Archiv fiir Klinische Chi- 
rurgie, Bd. 91, Heft. 1. 

Reports of this condition in the literature are exceed- 
ingly few, many of the contributions being by American 
surgeons (W. Brickner, C. McWilliams, etc.). Indeed, 
some observers doubt the existence of the condition. In 
the large material of the Jena Clinic (see abstract of 2,000 
cases of appendicitis in the Jena Clinic) there have been 
four cases of acute typhilitis. From an analysis of these 
cases, R6pke believes that the infection comes either from 
the intestinal lumen or by way of the lymph and blood 
channels. The clinical differentiation of typhilitis from 
appendicitis is quite impossible and the principles under- 
lying the treatment of the two diseases are the same. Fur- 
thermore, the normal-appearing appendix should always. 
be removed in cases of typhilitis. 

A Review of 2,000 Operations for Appendicitis (Riick- 
blick aut 2,000 Operationen wegen Appendicitis). J. 
ScHNITZLER, Vienna. Deusche Medizinische Wochen- 
schrift, December 23, 1909. 

From his analysis of these cases, the writer finds that 
the etiology is, as a rule, intestinal infection. Hemato- 
genous infection is rare. The presence of coproliths is of 
great significance both in the cause and in the course of 
the disease. In the diagnosis of chronic appendicitis, 
Schnitzler draws especial attention to his experience in 
cases of latent tuberculosis, especially the pulmonary va- 
riety;. according to him, pain and tenderness in the ileo- 
cecal region are not infrequent in the absence of appendi- 
citis. 

All acute cases of appendicitis, presenting any serious. 

symptoms, should be submitted to operation within the 

first twenty-four hours. After this period, the operative 
treatment must vary, according to conditions found. 

Hydrops of the Appendix; a Contribution to the Study 
of Pseudomyxoma of the Peritoneum (Hydraps des 
Wurmfortsatzes; ein Beitrag zur Frage des Pseudo- 
myxoma Peritonie). F. GotpscHweNnpv. Wiener Kiin- 
ische Wochenschrift, December 9, 1909. 

The patient, who gave a previous history of attacks of 
appendicitis, was suddenly seized with a violent attack in 
which symptoms of peritonitis dominated. At operation, 
a large quantity of greenish yellow gelatinous masses 
escaped ; these masses were everywhere present throughout 
the abdomen and were particularly abundant in the Tight 
iliac fossa. The appendix was found enormously dilated 
(39 x 25 x 25 c.m.) and filled with mucoid material. There 
was a small rupture. The organ was removed and the 
patient recovered uneventfully. 

Pseudomyxoma of the peritoneum occurs more frequent- 
ly after rupture of ovarian cysts, but its occurrence from 
rupture of a hydrops of the appendix is very rare, only 
about half a dozen cases being reported in the literature. 
The pathogenesis of appendiceal hydrops is an inflamma- 
tory condition of the mucosa associated with an oblitera- 
tion of the opening of the appendix into the cecum. 
Treatment of Stricture of the Bulbous Portion of the 

Urethra by Resection, Partial or Complete. Huc# 
Cazot, Boston. Boston Medical and Surgical Journal, 
December 9, 1909. ; 

The operation which the author advocates is indicated in 
strictures of the bulbous portion of the urethra which are 
not amenable to gradual dilatation. In these cases, the 
author says that external urethrotomy has not proven 
entirely satisfactory, for the reason that recurrences are SO 
frequent. It is essential that the case be not complicated 
by infiltration of urine or by fistula. The operation aims 
at the removal of all scar tissue and is performed, briefiy, 
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as follows: Longitudinal incision over the site of the 
stricture into the urethra; removal of the stricture and 
all scar tissue; the anterior segment of the urethra is 
freely mobilized by separating the corpus spongiosum from 
its attachments until it can be joined to the posterior seg- 
ment without tension; suture of the two segments of the 
urethra by means of fine cromicized catgut in the trans- 
verse direction, similar to the Heinecke-Mikulicz pyloro 
plasty; drainage of the bladder by a small catheter through 
the membranous urethra, and larger suture. The after- 
treatment is important. In the first place, the anterior 
urethra must be kept clean by means of irrigations; fur- 
thermore, it is necessary to leave the catheter in situ until 
the wound has healed. The author has operated in this 
manner in 12 cases, but the duration is still too short to 
permit of final conclusions. 


Radium as a Specific in Giant Cell Sarcoma. Rosert 
Asse, New York. Medical Record, January 1, Igto. 
.The author reports 11 cases of giant cell sarcoma, 9 of 
which were cured by the application of the radium. The 
remaining two are recent cases, and are improving satis- 
factorily. The radium was applied in various ways. In 
some the tube was applied externally; in others the tube 
was inserted in pockets made by the knife or by ulceration; 

in some cases combined applications were made. 


The Fecal Origin of Some Forms of Postoperative 
Tetanus (Anorectal, Intestinal, Puerperal, Genital, 
and Lower Pelvic Operations) and Its Prophylaxis 
by Proper Dietetic Measures. (A Preliminary 
Communication). RupotpH Matas, New Orleans. 
Monthly Cyclopedia and Medical Bulletin, December, 
1909. 

In order of importance next to the feet -and hands and 
other exposed parts of the extremities, the injuries and 
surgical operations in those regions of the body which aré 
most exposed to fecal contamination are the most liable 
to tetanic infection, the anorectal region, perineum, female 


genito-urinary tract, male genitals, especially scrotum. low- 
er pelvic region, including buttocks, sacrococcygeal region, 
groins, thigh, knee, upper leg (on their posterior and inner 
surfaces especially); after operations on the intestines, 
artificial anus, etc., in all of which post-operative fecal 
contact is either constant or unavoidable gn account of 


proximity to the intestine. In considering this topograph- 
ical distribution we are excluding the direct but uncon- 
scious transmission of fecal matter to distant parts of the 
body by the soiled fingers of the patient himself, or of his 
attendants, 

In all the cases of post-operative tetanus occurring after 
operations in regions liable to fecal contact which have 
been investigated by the author (two in his own practice) 
the patients had eaten copiously of uncooked vegetables 
within thirty-six hours before the operation, vegetables 
which have been found in the laboratory among those most 
frequently contaminated with tetanus germs and spores, 
viz., celery, lettuce, chicory, water cress, cabbage, radishes, 
turnips, carrots, tomatoes, and other green vegetables, 
strawberries, blackberries, and other berries and fruits 
which are grown in the soil or brought in contact with it, 
and which are largely consumed raw in an unavoidably 
contaminated state. 

In view also of the fact that 5 per cent. of all normal 
men harbor the tetanus bacillus or its spores in an active 
state in the intestinal canal, and that the percentage of con- 
taminated individuals is increased to 20 per cent. in host- 
lers, stablemen, dairymen, drivers, etc. (Pizzini), the possi- 
bility of tetanus from fecal contact must always be kept in 
mind, especially when operating upon the anorectal region, 
perineum, and genito-urinary organs of both sexes in un- 
prepared subjects. 

The author has insisted since his last and second post- 
Operative death from tetanus occurred five years ago (peri- 
Nneoplasty and hemorrhoids), that no patient should be 
brought to operation without antitetanic preparation, 
whenever the operation to be performed involved parts in 
which fecal contamination was unavoidable (hemorrhoids, 
fissure, fistula, stricture, perineoplasty, vaginal operations, 
etc.). This antitetanic preparation is very simple, and con- 


sists in (a) purgation, three days before the operation; 
(b) the suppression of all raw, uncooked food, especially 
green vegetables, berries, and other fruit (for the same 
period of time before the operation). In emergencies, 
when dietetic preparation is impossible, 10 cubic centime- 
ters of tetanus antitoxin are injected subcutaneously at the 
time of the operation, while the patient is still under the 
anesthetic. 


A Method of Osteoautoplasty to Fill in Skull Defects 
(Verfahren der Knochenautoplastik zur Ausfillung 
von Substanzverlusten der Schadelknochen). Leotta, 
Rome. Deutsche Zeitschrift fiir Chirurgie, Band 103, 
Heft 1 und 2. 

After reviewing some other methods of autoplasty, the 
writer describes his own. The principle employed is that 
of elevating normal periosteum and the external table of 
the skull together with the adjoining skin. Depending on 
the shape of the cranial defect, one of two procedures is 
employed. For a defect of circular form, Leotta makes a 
horseshoe flap of skin, periosteum and bone, and this flap 
is mobilized by lengthening the arms of the skin incision. 
If the base of the horseshoe is so placed that it immedi- 
ately adjoins the defect, the mobilized flap can be readily 
drawn over the gap and sutured in place. For a defect 
of rectangular shape, two skin-periosteum-bone flaps are 
made, one on each side. These flaps are mobilized in the 
same manner as the horseshoe flaps. They then readily 
come together. The writer describes excellent experimen- 
tal results by the use of these methods. 


Surgical Tuberculosis of the Mesenterial and Bron- 
chial Lymph-Nodes (Chirurgische Tuberculose der 
Mesenterial- und Bronchialdriisen). H. THieMann,’ 
Jena. Archiv fiir Klinische Chirurgie, Vol. 91, Part 2. 

The association of tuberculous mesenterial nodes with 
tuberculous ulcers of the intestines is well known. It has 
also been experimentally shown that the nodes may be- 
come tuberculous without any demonstrable lesions in the 
intestine. This led to the idea of removing these isolated 
tuberculous glands, in the hope of removing the only 
focus of tuberculosis present. Such a condition of affairs 
is of course only rarely present. 

The writer has collected 11 cases from Riedel’s clinic, 
and 15 cases from the literature. The glands become 
caseous early in some cases, and then only rarely give rise 
to such symptoms as stenosis of the intestine. More com- 
monly hyperplasia of the nodes leads to the formation of 
rather large tumor masses that may occlude the bowel 
and only become caseous and calcareous at a later stage. 
In some of these cases it is impossible to exclude minute 
tuberculous lesions in the bowel because the masses of 
glands are so often intimately associated with the ileo- 
cecum. 

Until the peritoneum, the intestine, or other neighboring 
organs are invaded, the symptoms are indefinite and not 
characteristic. The striking symptoms therefore depend 
on the complications—omental adhesions, intussusception, 
etc. The earlier statistics indicate that the disease is more 
common in children; in Thiemann’s statistics it is more 
common in adults. 

In the typical cases of mesenterial tuberculosis a visible 
swelling or tumor was present. The latter is of varying 
consistency, in some places firm, in other spots elastic or 
doughy. The inflammatory nature of the masses is indi- 
cated by the tenderness usually present. The tumor is 
of course deeply seated as a rule. An #-ray picture may 
be of great value in the diagnosis. 

When the tuberculous glands are all in one region of 
the abdomen their radical treatment—incision and drain- 
age, excision, resection with adjoining portion of intestine, 
etc., according to conditions found—may be feasible. With 
a general involvement of the glands, only those producing 
symptoms may be treated surgically. 

Thiemann reports a case of an egg-sized tuberculous 
gland at the bronchial hilus. It gave rise to a retro- 
costal abscess, later to an empyema. The latter was drained 
and the resulting sinus was twice operated upon unsuc- 
cessfully. Finally the sinus was traced to the gland men- 
tioned, the removal of which led to cure. 
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A Disease of the Gall-Bladder Requiring Cholecystec- 
tomy. B. G. A. Moyninan, Leeds. Annals of Sur- 
gery, December, 1909. 

There is a condition in which fine calculous material is 
embedded in the mucosa of the gall-bladder. The cysticus is 
not atiected. The wall of the gall-bladder may appear nor- 
mal. It may be white and thickened, in part or in whole. 
There are no stones in the gall- bladder but grit may be 
found in the bile. Chronic pancreatitis may be present in 
the advanced cases. Inspection of the gall-bladder mucosa 
is necessary to show this condition in its early stages. It 
cannot be recognized otherwise. Cholecystectomy is neces- 
sary. Drainage of the common duct may be desirable if 
jaundice has been present. Three cases are reported. 


Partial Hypophysectomy for Acromegaly. Harvey 
CusHING, Baltimore. Annals of Surgery, December, 
1909. 

Cushing reviews briefly the views in regard to the role 
of the pitutiary body in disease, the facts known of the 
functions of the gland, certain data concerning hypo- and 
hyper-pitutiarism, and the surgery of the hypophysis thus 
far accomplished; and he reports an instructive case of 
acrogemaly in which he secured great relief by partial 
hypophysectomy. 

Acromegal and gigantism have been regarded as due to 
enlargement or tumor of the pitutiary, but there have been 
cases of acromegaly reported with no pitutiary change, and 
cases of tumor of and near the pitutiary with no acrome- 
galic symptoms. In some of these cases there was present 
Frohlich’s syndrone—adiposity associated with atrophy of 
the genital organs. There has been much confusion as to 
whether Frohlich’s syndrone and Marie’s disease (acro- 
megaly) were due, respectively, to over- or under-activity 
of the pitutiary. 

The posterior part of the gland (pars nervosa) contains 
blood-pressure raising, and diuretic principles. 

Cushing’s dog experiments support those of Paulesco, 
that complete hypophysectomy results in cachexia hypophy- 
seopriva and death. After partial hypophysectomy (part 
of the anterior lobe) dogs developed Frélich’s syndrome— 
adiposity and genital atrophy; and the other ductless 
glands underwent more or less constant alterations. 

Cushing is inclined to think that cases of the Marie type, 
with hyperplasia or the adenomatous condition, represent 
hyperpitutiarism; and that cases of the Frohlich group 
represent hypopitutiarism in consequence of invasion or 
compression of the gland by a tumor or cyst. 

The case reported by Cushing was one of acromegaly in 
a man of 38. Constant headache and photophobia were 
prominent symptoms and these were practically cured by 
partial hypophysectomy—which was followed, also, by 
marked reduction in the thickening of the fingers, tongue 
and jaw. 

For this operation temporary tracheotomy was first per- 
formed. In Rose’s position an omega flap was made over 
the frontal sinuses, continued down on each side of the 
nose to the base of the nasal bones. An osteoplastic flap 
was then turned down. An opening was made in each 
frontal sinus and these were joined by a Gigli saw; with 
forceps the lateral incisions of the proposed fronto-nasal 
flap were carried down through the nasal bones; the me- 
dian septa were divided with chisel. The ethmoidal cells 
were rongeured away to provide a channel 2 cm. wide, be- 
low the ethmoidal roof, to the posterior part of the nasal 
fossa. The sphenoidal cells were then broken into, the 
projecting sella turcica exposed and chiseled away. The 
dura enveloping the pitutiary gland was thus exposed. It 
was incised and about one-half of the exposed portion of 
the gland was removed, piecemeal, by curette. Two cig- 
arette drains were introduced into the sphenoidal cells, 
one emerging from each nostril. ‘The fronto-nasal flap 
was then sutured in place. Primary union. 

In addition to tracheotomy, plugging of the posterior 
nares and swabbing the nares with adrenalin preceded the 
operation. Urotropin administered for 24 hours before 
operation. Anesthesia by warmed ether vapor. 

In dogs the hypophysis is easily exposed by the lateral 
cranial route, bilateral craniectomy being performed to 
allow dislocation of the brain (Paulesco). In man the 





exposure by this route is hazardous, if not impossible, and 
Horsley’s approach (temporal intracranial) seems to be 
eligible only for a growth lying well above the sella 
turcica. The transphenoidal operations are those of 
choice for growths within the sella turcica, as first advo- 
cated by Schloffer; and of these Cushing regards as best 
a direct median approach through the nose (extracranial). 


Intrahuman Bone Grafting and Reimplantation of 
Bone. Sir Witt1AmM MacEwen, Glasgow. Annals 
of Surgery, December, 1909. 

From a series of successful cases of bone grafting Mac- 
Ewen selects three for report. All of these were grafts of 
bone fragments without periosteum and all gave excellent 
results. In the first case, fragments made from wedges of 
tibia removed from other patients, were at various sittings 
introduced to supply absence of the entire shaft of a 
humerus lost some years previously through osteomyelitis. 
The grafted fragments, to but few of which was only 
periosteum attached, grew in place, supplying a shaft of 
bone which, with the extremities, eventually became 11 
inches in length. In the second case, 14 fragments of bone 
from an extensive comminution of the cranium, over 
which area the periosteum was destroyed, were laid in 
the defect which they eventually solidly filled. In the 
third case, a section of rib was removed subperiosteally, 
broken into strips, and inserted in the soft parts to supply 
the horizontal ramus of a jaw, on one side, removed years 
previously. Most of the graft lived and augmented in 
volume until firm union was secured between the ascending 
ramus and the opposite mandible. 


A Suggestion for the Improvement of Plaster-of-Paris 
Technic. A. H. Frerperc, Cincinnati. The American 
Journal of Orthopedic Survery, Vol. VII, No. 2. 

To avoid the waste of plaster-of-Paris from bandages, as 
well as to avoid the uncleanliness in the usual method of 
handling them, the writer wrapped them in filter paper cov- 
ers. These, however, beihg expensive, he found an excellent 
These, however, being expensive, he found an excellent 
substitute in the ordinary white crépe paper napkin. The 
bandages are wrapped in three or four thicknesses of the 
paper, the covering being secured by a rubber band. When 
used, the covered bandages are soaked in very warm water 
for three to four minutes. “When the bubbling has ceased 
the bandage is carefully lifted so as to avoid breaking the 
paper. It is now held quietly in the hand for a few sec- 
onds until the water is drained from it as much as possi- 
ble without the use of pressure.” The bandage is slowly 
squeezed to express the excess water. In an experience of 
six months with this method Freiburg finds that there has 
been a saving of 30 per cent. of the plaster-of-Paris band- 
ages; in addition the casts are lighter. 


Cicatricial Stenoses of the Uterus Resulting from 
Treatment (Les Sténoses Cicatricielles de lUterus 
d’Origine Thérapeutique). MAvuc aire and BUuRNIER, 
Paris. Archives Générales de Chirurgie, November 
25, 1900. 

The common practice of applying caustics of various 
kinds to the cervix and to the uterine cavity has led to a 
considerable number of reported stenoses of the uterus of 
various types. Among the caustics employed, zine chloride 
and the silver nitrate stick occupy first place. Thermo- 
cauterization and galvanocauterization have lead to some 
cases of stenosis. Faulty curetting and faulty trachelor- 
thaphy have resulted in not a few cicatricially stenosed 
uterine cavities. 

The two common symptoms of the condition are dys- 
menorrhea and sterility. In the very marked cases there 
may be amenorrhea with hematometra or hematosalpinx. 
Pelvic peritonitis or infection of the blood-sacs may com- 
plicate these conditions. The prognosis is especially grave 
when pregnancy complicates cicatricial stenosis of the 
uterus. 

The treatment consists in operative interference. A 
large number of operations has been devised,—those apply- 
ing to the cervix being easy to perform and giving good 
results, the various autoplasties for stenoses in the uterine 
cavity proper being very complicated. 
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